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Dr. Menas S. Gregory, by whose direc- 
tion and through whose bequest these lec- 
tures are given, died 8 years ago. During the 
interval much has happened in world affairs, 
and there have been some significant forward 
moves in the field of health and certainly in 
the field of our own psychiatric specialty. 

Dr. Gregory, as I gather from the records, 
was born in Syria. He was left an orphan 
at the age of two, saw something of the wave 
of atrocities in that part of the world and 
passed through the stresses of a revolution 
before he came over to the United States 
and became integrated into your community. 
I would guess that his concern for the treat- 
ment and care of the mentally sick would cer- 
tainly have embraced the world-wide prob- 
lems of psychiatry at the present day. He 
would have had a considerable concern for 
the less privileged countries and an alert 
interest in the development of prophylactic 
psychiatry. It cannot, I think, have been 
for him a strange concept that psychiatry 
has something to do with atrocities, revolu- 
tions, and wars through its interest in those 
who are responsible for them. 

I am greatly honoured to have been asked 
to give this lecture. The last occasion on 
which I spoke in Bellevue Hospital was dur- 
ing the war, when many of us were in the 
allied armies and were coming to realise 
more fully than ever before the need for so- 
cial concepts in our psychiatric thinking. 
We were also appreciating more thoroughly 
the magnitude and variety of the problems 
challenging us. 

The whole setting in which we live has 
changed to some extent since those days 
and yet there are great similarities. We were 
facing urgent problems then and today we 
are met by even more demanding and dan- 
gerous situations. You especially in this 
country, with your burden of leadership 


‘The Menas S. Gregory Lecture delivered on 
November 3, 1949 at New York University, Belle- 
vue Medical Center. 


that circumstances have imposed upon you, 
will for many years have to carry the major 
responsibility for the diagnosis and solu- 
tion of the social, economic, and personal 
disorders of society throughout the world. 

The war provided you with much evidence 
about the large group of people in your own 
country who were less stable than they 
should be. The outstanding piece of research 
in this field with which I am most familiar 
is that of Dr. Russell Fraser and his col- 
laborators,? who in the last years of the war 
in England made a most painstaking enquiry 
into the nature of invalidism in industry. 
With the most careful definitions of what 
they implied by severe or milder emotional 
disorders they demonstrated that 30% of a 
random sample of those who had been absent 
for a material time in the previous 6 months 
were suffering from severe or from less 
marked psychoneurotic conditions, and that 
in fact emotional disturbances were, amongst 
all sickness, the greatest wasters of industrial 
time and manpower. We need a great many 
more surveys done in the same scientific 
spirit and with the same thoroughness in 
different countries and with different cul- 
tures before we can bring a real sense of 
conviction to our administrators and financial 
experts as to how serious an economic factor 
these illnesses constitute in the life of the 
community. At present we in the World 
Federation for Mental Health are trying 
to collect whatever such evidence there is 
that will stand up to all reasonable criticism. 

None of us has any doubt of the magni- 
tude of the problems that exist. In this 
country you have made calculations as to 
the numbers of psychiatrists, psychologists, 
psychiatric social workers, and others who 
would be needed to provide adequate thera- 
peutic services. The figures are necessarily 
somewhat astronomical, and in Great Britain 


2 Fraser, Russell, et a!., The Incidence of Neu- 
rosis among Factory Workers. H. M. Stationery 
Office, 1947. 
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as here we have for this reason tended prob- 
ably to give the more emphasis to develop- 
ment of group methods of treatment in the 
hope of going some way toward closing this 
otherwise impossible gap between the patient 
and the therapist. We may well ask our- 
selves what is to be planned for the less 
privileged countries. India and Pakistan, 
which have a population of approximately 
350 millions, have as a maximum some 80 
psychiatrists and about 20,000 mental hos- 
pital beds, some of which I think most of 
you here would not recognise as meriting 
the name of hospital beds. China, with a 
population of 450 millions, has as a maxi- 
mum 10 trained psychiatrists and some 2,000 
beds available. We know nothing reliable 
as to the incidence of psychiatric disorders 
in these countries nor how big a part they 
play in their social problems. There is little 
doubt that the incidence of such disorder 
is high, and there can be no question that 
there should be some well thought out line 
of approach to this, especially by medicine 
and sociology. Should any country, and par- 
ticularly countries such as I have just men- 
tioned, aim primarily for the provision of 
individual treatment or for the development 
of group methods of treatment; or should 
they set out to provide scientific prophylaxis 
based on the study of individuals and of 
groups? 

In the working parties at the recent meet- 
ing of the World Federation for Mental 
Health and in the Expert Committee on 
Mental Health of the World Health Organi- 
zation there has been a strong feeling that 
in a country where the psychiatric services 
are in a very early stage of development, 
prevention is outstandingly more important 
than therapy. In saying this I am not, of 
course, for one moment suggesting that 
therapy is not vitally important. The growth 
of our knowledge of the etiology and diag- 
nosis of these conditions and the growing 
efficacy of our treatment provide the only 
possible method by which we can prescribe 
prophylactic measures. These great advances 
in recent years in psychiatric treatment are 
extremely important and very hopeful. They 
have done much and will do more to help 
psychiatry take its proper place amongst the 
other scientific branches of medicine, and 


| Aug. 


we shall continue to learn a great deal from 
them. We must recognise, however, that 
the effects of our advances in neurosurgery, 
leucotomy, topectomy, thalamotomy, and also 


in psychoanalysis are negligible in face of . 


1 


tl From our work with 
individuals and with groups we must develop 
sounder principles of prophylaxis. 


1e major problems. 


Preventive psychiatry—often and rather 
unfortunately called mental hygiene—has 
tended in the past to be a part-time occupa- 
tion for men and women occupied for most 
of their time in hospitals, outpatient clinics, 
and consulting rooms. This situation I be- 
lieve must be remedied. Preventive psy- 
chiatry is one of the specialties within our 
field that demands special training, ex- 
perience, and a development of many new 
skills. Of all the many specialties within 
psychiatry—teaching, treatment, administra- 
tion, research, service psychiatry, and pre- 
ventive psychiatry—there is, of course, none 
that can be adequately undertaken without 
the basic training in psychiatry. Treatment 
might be subdivided into the diagnostic and 
therapeutic work in outpatient departments ; 
the therapy and care of psychotic patients, 
which has many different aspects ; the treat- 
ment and management of the subnormal 
and defective; psychotherapy in its various 
forms; child psychiatry ; forensic psychiatry 
and the care of the psychopaths; and pos- 
sibly psychosomatic medicine and geriatrics. 
Preventive psychiatry probably demands, as 
do these other branches, a special personality 
and approach to life. Quite certainly it can 
be broken down into a number of subhead- 
ings to cover the manifold tasks that need 
to be undertaken. 

There has been a good deal of opposition 
on the part of general physicians to psy- 
chiatry. The plea that psychiatry should be 
integrated with general medicine is some- 
times, I think, based on the hope that general 
medicine or public health will quietly absorb 
psychiatry, since psychiatry is “just simple 
common sense.” We have very wisely re- 
sisted these tendencies, whilst I think we 
have established increasing cooperation with 
our colleagues in other branches of medicine 
and in the allied disciplines who are con- 


cerned with human beings. 
This opposition of medicine to psychiatry 
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is parallelled to some extent by the feeling 
of criticism or resentment that many psy- 
chiatrists have had toward prophylactic ef- 
forts and work in general for mental health. 
Of course at times both psychiatry and work 
for mental health have been overemphasised 
and oversold, but I think if we attempt to 
make a diagnosis of this interesting social 
phenomenon we shall discover that inse- 
curity and emphasis on status lies behind 
much of the two types of opposition just 
mentioned. This in itself is a problem for 
psychiatry and psychology, and one that is 
of some real importance. Most of us, and 
certainly those who were in the fighting 
services, are familiar with the fact that the 
intelligent and critical layman, particularly 
if he has a scientific training in some other 
discipline than medicine, is likely to be 
more interested in prophylactic psychiatry 
than the majority of our academically minded 
colleagues in the other branches of medicine. 

In some countries, and perhaps especially 
in the western European countries, psychia- 
trists have attacked any attempt to give new 
emphasis to preventive work, sometimes on 
political grounds, with the belief that only a 
change in the social system can be effective 
and partly on the grounds that mental health 
work is “unscientific” and that in fact we 
know nothing that we can teach to other 
people or hope to implement. 

To me it seems that this is not a valid 
argument. We still know too little about 
heredity and its possible modifications and 
we still are, despite all our recent neurologi- 
cal activity, rather in the dark about the 
possible organic bases for emotional dis- 
turbance. Whether these are discovered or 
not, there remains the certainty that the 
emotional and sociological factors do play 
a great part in the creation and maintenance 
of these illnesses that disturb individuals 
and groups. 

We can often remove the precipitating 
factors of these troubles—and here I would 
quote one detail from wartime experience, 
that when men and women who had a long 
history of chronic emotional instability were 
properly placed in jobs within their compe- 
tence and in a suitable environment, they did 
not break down but gave good service. This 
was the very opposite of what they were 


able to do when they did not have this special 
type of consideration and management. We 
have accumulated an increasing amount of 
evidence of the effects of insecurity in the 
earliest days of childhood development. The 
unwanted child will certainly find the dice 
loaded against it. The problems of breast 
feeding, studied in many centres, the prob- 
lems of contact with the mother, which are 
being dealt with so effectively by people like 
Professor Spence of Newcastle, England, 
in his children’s hospital, are matters on 
which we do know something and which 
should lead to principles that we can usefully 
teach. Questions of habit training, the ef- 
fects of unwise affection, and the reactions 
to unwise authority are matters that have 
been studied very usefully in groups, and in 
these fields it is certainly possible to teach 
with some authority how children can be 
helped to grow up with greater stability and 
adaptability to the adventure of life. Per- 
haps we know enough to go further back 
still in our attempt to avoid stresses. We 
should know enough about unhappy mar- 
riages that create unstable homes to have 
something effective to say on marriage gui- 
dance or marriage counselling, before people 
ever enter into the responsibilities of bring- 
ing new citizens into the world. We are only 
evading the issue if we hide behind a plea 
of ignorance. 

I wonder if, in the case conferences on 
patients in hospitals, the topic of prevention 
is specially dealt with. Surely every indi- 
vidual case should be studied from that 
angle, so as to add to our sum of knowledge. 
What were the emotional or social factors 
that contributed to the particular difficulties 
we are studying? Here is a vast mine of 
information that we should be constantly 
accumulating, and indeed this is the real 
reason why no psychiatrist should be di- 
vorced from clinical work, and those who 
are concerned primarily with prophylaxis 
should at the same time maintain their clini- 
cal experience with individual patients. To 
use your popular phrase, they are the grass- 
roots from which our knowledge and under- 
standing of the wider problems will always 
come. 


In our hospitals also we constantly meet 
patients who are involved in the social un- 
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rest of our times. If we have those who have 
experience of strikes, if we have to treat 
those who are concerned with dangerous 
occupations such as coal mining and with 
difficult specialist occupations like dock la- 
bour, we are fortunate because we have 
thus the opportunity of investigating the 
correlations between personality, intelligence, 
and the social factors. Case conferences and 
discussion groups with trade union leaders, 
with workers, with management, and with 
other social agencies will lead us into fields 
that may not be thought to be the direct 
concern of clinical psychiatry. These are, 
however, areas of life in which our training 
and method of thinking from the ztiological 
and diagnostic angle can make a scientific 
contribution that no one else is in a position 
to make. We shall contribute to many such 
discussions and we shall get a great deal 
from them. There is a two-way traffic in- 
evitably when we get on equal terms with 
men and women whose approach to these 
problems is quite different though just as 
serious as our own. 

This is not just a question that concerns 
the workers. We have recently had a “go 
slow” movement in certain industries, but 
I have often reflected that it is not only 
trade-unionists who go slow. There are 
many people in management and I know 
many doctors also who go slow and who, 
for reasons probably almost identical, react 
just as the man who is in a far more insecure 
economic position. 

If we feel that some part of our time 
should always be devoted to the study of 
prophylaxis, and for some of us the major 
part of our time, then we are straight away 
faced with the necessity for teamwork. It 
is a necessity in any health work, not merely 
in the field of mental health. We cannot be 
specialists in every branch of knowledge 
and psychiatry alone certainly cannot present 
all the answers. I think we are getting much 
more ready to work, without any feeling of 
being specially elect, with our colleagues in 
sociology, anthropology, education, and the 
churches, just as we have long worked with 
our friends the psychologists. It is clear 


that we should add the pediatricians to this 
list where this has not already been done, 
because there are few things more impor- 


tant than that psychiatrists and pediatricians 
should educate each other through all the 
problems of child management and care that 
are essential to mental health. 

The Expert Committee on Mental Health 
of the World Health Organization has al- 
ready emphasized the importance of the pub- 
lic health nurse. She and the general practi- 
tioner probably have the closest access to the 
family life in the very early stages of any 
child’s existence, and perhaps the public 
health nurse is in some ways the more im- 
portant. We should constantly have in mind 
the need for accumulating material for the 
education of these groups, as well as the 
teachers, the clergy, and others. Our per- 
sonal contribution to psychiatry will benefit 
from such work and such contacts. 

In the title of my lecture I have used the 
words, “At home and abroad,” but I am not 
going to talk now about the World Federa- 
tion for Mental Health, which is one of my 
main concerns. My real purpose in planning 
this talk is, if I may say so, to add slightly 
to your existing healthy discontent with psy- 
chiatry and its limitations, and to suggest 
that there are greater contributions that we 
can most of us make to helping the present 
disordered state of society. My personal ex- 
perience is that the wider our contacts are 
and the greater our interest in what has been 
done by those of allied professions or under- 
taken in other countries, the better and more 
realistic becomes our individual therapy. By 
the word “abroad” I mean, of course, any- 
thing that is outside our hospital or our of- 
fices, and that naturally includes such con- 
tributions as we can make to the planning 
and development that is going on for other 
countries. We cannot, or we should not, 
I think, leave all this to someone else. 

It is interesting to reflect on the important 
role that a psychiatrist, provided that he 1s 
adequately trained and is interested in hu- 
man personality, can play in any group. In 
the last few years since the end of the war 
in Britain an investigation was carried out 
into the efficacy of officer selection boards 
in the army, the descendants of the organi- 
zation which we initiated during the war. 
In these selection teams of combatant officers 
there should always be a psychiatrist and a 
psychologist. In the follow-up and assess- 
ment of the results of such boards it is quite 
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obvious, and statistically demonstrated, that 
where there is an experienced and competent 
psychiatrist in the team the judgments on 
the personality and suitability of candidates 
made by the other members of the team 
improve. That is to say that the presence of 
a psychiatrist—quite apart from his own 
personal assessment of candidates—produces 
an effect upon other people. His presence 
and the awareness of his interest in the hu- 
man factor develop and maintain a higher 
level of insight in the others, while on boards 
where there is no such person the quality 
of the assessments made falls markedly. 
This is more an indication of the heavy re- 
sponsibility that is placed on us than a cause 
for any pride in our own particular vocation. 

If we look forward in the social field, one 
of the problems that we need to have in 
mind is that of attitudes toward another war. 
| am ignorant about the development of 
plans for civil defence against a possible out- 
break of atomic war in which this country 
might be involved, but I do know that there 
is the necessity for us as psychiatrists to be 
thinking as clearly as we can well before any 
such lamentable event should occur, and not 
wait till it is upon us. Wars are won by the 
maintenance of our own morale and by the 
destruction of the morale of those who are 
opposed to us. At the beginning of the re- 
cent war the German Army made very con- 
siderable use of morale-destroying weapons 
—the screaming bomb and films like “Victory 
in the West.”” They knew that these things 
were tactically advisable. The use of atomic 
weapons clearly produces a threat to security 
and to social integrity in any country, and 
faced by such a threat it would not be beyond 
the bounds of possibility that defeatism might 
grow. We have instances of the collapse of 
morale on a nation-wide scale in Russia in 
1917 and in France in 1940. Social phe- 
nomena of mass panic that followed the 
“Man from Mars” broadcast or the fairly 
recent disturbance at Quito are indications 
that deep-seated fears of aggression in our- 
selves can be mobilised by such phenomena 
and can lead to disastrous social conse- 
quences. 


This is one of the many problems where 
we should be making a contribution. I be- 
lieve that something should be done by better 


psychological preparation in all countries so 
that people have opportunities of avoiding 
the unnecessary fears that mobilise their own 
phantasies. We were able to demonstrate 
in the last war in the training of troops in 
battle schools that men could be indoctri- 
nated and made better soldiers in battle by 
what was colloquially called ‘battle inocula- 
tion.” This was a process by which they 
were introduced gradually to the more alarm- 
ing noises of explosion and having live am- 
munition going over their heads. They learnt 
that noise did not kill and one need not there- 
fore be afraid of it. They learnt that there 
were limits to the efficacy of rifle fire and 
flame throwers and tanks. Lying in a slit 
trench while the tank went over them demon- 
strated that the tank was not the fearsome 
monster of their childish nightmares. Per- 
haps it is true that if we knew more of the 
effects or probable effects of atomic and 
biological warfare, and also of the safe- 
guards against them, we could debunk some 
of the phantasies that tend to lead, as Com- 
mander T. A. Harris of Washington pointed 
out at a discussion at the APA Meeting in 
May 1948, to apathy and individual collapse. 

Going a bit further afield from the walls 
of this hospital, we should be thinking of the 
contribution we should make to the under- 
standing of international tensions. You here 
do not need in fact to go a very great distance 
before you come into contact with them. Too 
few people are seriously concerned with the 
fundamental diagnosis of these situations, 
and though they are without doubt to some 
extent exaggerated as having news value, 
they are perhaps for society and for our- 
selves the most vital things that can possibly 
be studied. We have opportunities to study 
these things in our own groups, in the com- 
mittees on which we serve, and in our deal- 
ings with individual patients, so that the ma- 
terial for research in this field is to our hand. 
We have a long way to go before we can 
advise the Secretaries of State in the differ- 
ent countries just what the prophylactic mea- 
sures are that should be taken to avoid such 
tensions. 

I was the auditor of an extremely interest- 
ing episode some time ago at a meeting of 
one of the United Nations agencies. There 
one particular delegation was specifically at- 
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tacked in a highly aggressive way by the 
delegates of certain other nations and the 
tension mounted considerably, even though 
such an attack had been expected. Then the 
head of the delegation that had been attacked 
replied with most remarkable wisdom and 
tolerance, with no element of tit-for-tat in 
his reply, and someone sitting next to me 
said: “This man is a psychotherapist.” On 
enquiry I discovered that there was a psy- 
chiatrist attached to that particular delega- 
tion and that he had been largely responsible 
for the design of this particular speech. As 
he said to me: “I thought—well, | am going 
to look on these people as if they were pa- 
tients on the couch in my consulting room. 
If the patient is aggressive, am I aggressive 
in return? No.” The tone of the speech 
had been, therefore, largely dictated by the 
clinical wisdom of a psychiatrist and it was 
in fact a very noteworthy contribution to 
better human relations. This was to me a 
very encouraging episode. It seems to point 
to the possibility of some direct and imme- 
diate contribution being made at times by 
people who have our background and out- 
look, and I imagine you would feel the same 
way about it. Do you really feel that it was 
a waste of the time of the psychiatrist to be 
sitting through such a meeting or that it 
was an unjustified waste of clinical ex- 
perience ? 

Many of us are hoping that we shall get 
international institutes for mental health set 
up in a certain number of countries where 
the necessary teaching facilities are available. 
Their task will be to carry out research, to 
train the various groups of workers for 


mental health work, and possibly to provide 
short training in international 
human relations for those, at all levels, who 
are going to represent their countries in in- 
ternational and discussions of 
various types. This is not too remote a pos- 
sibility to contemplate, but to make it effec- 
tive will need many more contributions from 
those of us who can use our psychiatric ma- 
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terial and our experience from which to 
derive the principles necessary for such work. 

[ believe that if you here were concerned 
with the treatment, let us say, of malaria, 
and there was a great outbreak of it in your 
neighbourhood, there would be no one in the 
laboratories or the wards who was not also 
actively interested in the problem of pre- 
vention. You would want to know whether 
D.D.T. was being effectively used, how 
quarantine was working, what the methods 
of life of people were, and you would at 
the same time be vitally interested in what 
you heard of similar situations arising in 
Calcutta, Cairo, or Warsaw. You would cer- 
tainly make a link with the sanitary engi- 
neers, with the sociologists, and with the 
politicians. It is a curious fact that some- 
thing has prevented us in the past from re- 
garding mental ill health in quite the same 
light, and yet surely there is remarkably little 
difference. Are we too carried away with 
the intimate personal nature of much of our 
work with patients? If we are, then we need 
to become more realistic, so that we con- 
tribute to the prophylactic side of psychiatry. 
Our interest in diagnosis must inevitably 
lead us to preventive activity just as it guides 
us to effective therapy. 


Tl 
elect: 
man 
the | 
of tl 
tures 
conv 
disea 
head 
ancie 
of tl 
some 
of hi 
electr 
collez 
alreas 
head. 

Set 
peutic 
torun 
the 
live 
head. 
torper 
z0olo; 
did r 
consi¢ 
ECT. 
serted 
the 
ready 
years 
but h 
applic 
proba 
tageot 
also 
broug’ 
32X). 
The 
the pe 


Paul | 
June, 1 
an Am 
rarely 


| Aug. 


d at 
what 
g in 
cer- 
engi- 
the 
ome- 
n re- 
same 
little 
with 
f our 
need 
con- 
iatry. 
itably 
ruides 


OLD AND NEW INFORMATION ABOUT ELECTROSHOCK 
UGO CERLETTI, M.D.,' Rome, 


THe ORIGIN OF THE IDEA OF 
ELECTROSHOCK 


The idea of inducing convulsions with 
electric current for therapeutic purposes in 
man instead of using convulsing drugs was 
the logical, I might say unavoidable, result 
of the study of changes in nervous struc- 
tures following experimental epileptiform 
convulsions in animals. The idea of curing 
diseases with electric discharge upon the 
head is not original with me; it arose in 
ancient times. Dr. Debenedetti, keen scholar 
of the history of medicine, wrote to me 
some time ago that I must not take it ill 
of him, but I could not claim having invented 
electroshock therapy, because a distinguished 
colleague who specialized in therapeutics had 
already used electric discharges upon the 
head. 

Scribonio Largo wrote a treatise on thera- 
peutics entitled “Compositionis medicamen- 
torum” (43-48 A.D.) in which he tells of 
the treatment of headache by the use of a 
live torpedo-fish applied to the sufferer’s 
head. The voltage of the discharge of the 
torpedo-fish is 25 to 30 volts according to 
zoologists, so these applications probably 
did not produce the convulsions that are 
considered to be the essential element of 
ECT. Nevertheless, the principle was as- 
serted. Further research has shown that 
the peculiar properties of this fish had al- 
ready been written about more than 300 
years earlier by Aristotle (384-323 B.C.), 
but he did not point out any therapeutic 
application. Pliny the Elder (23-79 A.D.), 
probably after Largo, spoke of the advan- 
tageous effect not only on the head, but 
also says “it eases labor whenever it is 
brought where a woman is lying-in” (Book 
32X). 

These and other ancient authors stress 
the peculiarity that the torpedo-fish has of 


‘Dr. Cerletti presented this manuscript to Dr. 
Paul Lemkau during the latter’s visit to him in 
June, 1949, with a request that it be published in 
an American journal, since Italian journals are so 
rarely read in this country. 


destroying movement and feeling. Thus, 
for instance, Galen (201 A.D) refers to a 
statement that it heals headaches (Proprieta’ 
dei semplici XI) and “the torpedo-fish has 
such stupefying power that, being touched 
with the spear by the fisherman, and the 
quality passing from the stick up to the hand, 
it suddenly renders him stupefied and asleep,” 
quoting Pliny’s note: “The torpedo-fish, al- 
though touched at a distance by means of 
pole or staff, puts any strong arm and any 
quick foot to sleep.” 

Having accomplished our duty toward 
these illustrious predecessors, I must now 
go on to say how I arrived at the administra- 
tion of ECT. It is always unpleasant to 
have to justify oneself. Yet in this case it 
must be done to avoid a situation in which it 
might be said that Cerletti had nothing 
to do with the invention of electroshock. In 
my monograph of 1940, I set forth the his- 
tory of the first use of electroshock and 
recorded the names of all those who took part 
in or were present at the first tests. This 
monograph was in Italian, which is not read 
abroad, and in recent years I have received 
letters asking me to give an explanation of 
the double name “Cerletti-Bini” which is 
used in association with electroshock, par- 
ticularly in the English literature. In an- 
swering these letters I have simply referred 
to the original monograph, but since it was 
not widely circulated, I concluded that I 
should now answer the recurring question 
publicly, once and for all. 

Part of the confusion appears to have 
arisen because of the use in America of a 
brief report of a demonstration I gave at the 
Rome Medical Academy in 1938. This was 
the only report available to Kalinowsky, 
who was in Rome at the time of the first 
experiments and who went to the United 
States in 1939. He used it in his bibliogra- 
phies. In this demonstration I had used 
ECT on patients with Dr. Bini’s assistance, 
and I also entrusted to him the task of fur- 
nishing the Academy with certain specifica- 
tions about the electrical apparatus. As a 
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consequence, I placed his name before mine 
in the title. As time has passed, this has 
given a mistaken impression as to the actual 
facts of the case. The later and more 
complete reports could not be read abroad 
because of the blocking of circulation of 
literature due to the War. 

The problem appears even more acute 
just now because of the appearance of a 
book by two English authors, Russell Brain 
and Strauss, entitled “Recent Progress in 
Neurology and Psychiatry.” Even in the 
Italian translation of this work, by Dr. 
Ascenzi, electroshock is designated as a 
Bini-Cerletti discovery. I hasten to point 
out that this error is not to be ascribed to 
any fault on the part of Dr. Bini, who has 
been embarrassed by the general misuse of 
his name in this connection, but whose rela- 
tions with me in the matter have been 
straightforward and fair in every instance. 

Coming now to the history, or better the 
story of ECT, it may be divided into 3 
periods : 


I. A preparatory period, during which 
the idea was maturing whence the 
invention later sprang. 

II. The period of the actual invention 
itself. 

III. The period of this invention’s appli- 
cations in the scientific field, and in 
the field of clinical practice. 


1. The Preparatory Period 


The preparatory period includes a series 
of researches, in which I—first in Genoa 
and later in Rome—set out to provoke ex- 
perimental epileptic fits in dogs. The prob- 
lem was whether the sclerotic alterations of 
Ammon’s horn (particularly of Sommer’s 
sector), which are so frequent in the brains 
of epileptics, should be regarded as previous 
injuries which might be involved in the 
production of fits or were themselves con- 
sequences of repeated fits. I wished ex- 
perimentally to provoke various types of 
series of convulsions in dogs, and to examine 
the brains from a histopathological stand- 
point, studying Ammon’s horn particularly. 
It was already known to physiologists at 
that time that, in addition to injecting va- 
rious toxic substances, convulsions in ani- 


mals could be induced by applying a strong 
electric current across the head. But I 
wished to subject the brain to the direct 
action of the current as little as possible, in 
order to avoid adding anything to changes 
that would, by other possibility, remain defi- 
nitely chargeable to the fit itself. Upon the 
advice of the physiologist Viale, I therefore 
adopted a mouth-rectum circuit rather than 
across the head. Viale had already 
carried out experiments in America with this 
type of circuit in medicolegal researches upon 
death by lightning. 

[ arranged experiments of this kind in 
Genoa (1933), with the assistance of Pro- 
fessor Balduzzi, of his assistant, Dr. Laz- 
zeri, and of Chiauzzi, an undergraduate. 
A 125-volt alternating current from the 
lighting plant was sent through a mouth- 
rectum circuit in dogs. 


one 


Having had some deaths with this method 
at first, I set out to determine what condi- 
tions were the most favorable for survival. 
I was able to establish that the dangerous 
factor was not so much the height of the 
voltage as the duration of the current’s pas- 
sage. In some cases, in fact, the 210-volt 
industrial plant took the place of the 125-volt 
lighting plant and no differences of any note 
were to be observed in results. By reducing 
the length of time of application to a mini- 
mum, the usual convulsion was obtained 
without any further trouble ensuing. | 
therefore replaced the knife-switch, which 
had proved insufficiently quick in response, 
with a button-switch ; thus, with the aid of 
a metronome, fixing the length of time best 
suited for this purpose at from 0.1 to 0.5 
second. 

With this technique, I prepared a certain 
number of dogs in which fits had been in- 
duced at various frequencies and for various 
lengths of time and was on the point of the 
histological examination of their brains. In- 
tent upon demonstrating the authentically 
epileptic nature of the convulsions, I got 
Chiauzzi to publish a minute description of 
these dogs’ convulsive fits in the form of 
his graduation thesis (later published in 
Pathologica, 1934). 

It was at this time that the Medical Fac- 
ulty of Rome University called me to its 
chair of neuropsychiatry. As soon as I had 
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settled down in my new seat, I took up these 
experiments again with the assistance of 
young Dr. Bini (1936). 

Most of the dogs were at first subjected 
to the same treatment adopted in Genoa, 
using the mouth-rectum circuit. Experiments 
with a circuit across the head were also made, 
but with the intention of controlling eventual 
alterations that might be ascribed to direct 
action of the current upon the brain. In the 
course of these researches Dr. Bini replaced 
the hand-switch with a clockwork switch 
like those used in X-ray apparatus. It was 
found that by lowering the voltage the 
convulsion was incomplete and only brief 
“absence” was induced. Confirmation was 
obtained that the discharge could easily be 
withstood if the time were very short (1 to 
5 tenths of a second), and that the best 
voltage for obtaining fits is about 125. Va- 
rious series of dogs were prepared in this 
way, and histological preparations of their 
brains were made. 


II. The Invention of the Electroshock 


In 1936, I had, in the Rome Clinic, adopted 
the Sakel method of treating schizophrenia 
by means of insulin coma. The following 
year I introduced the new method of induc- 
ing convulsions by the use of Cardiazol * 
(Meduna) and had my assistant, Longhi, 
undertake Cardiazol convulsion experiments 
upon dogs, paralleling those that were being 
made with the electric current. 

It was natural that the idea should occur 
to me, and perhaps to others also, that elec- 
tricity could be applied to men as a convul- 
sive stimulus. Now the problem was differ- 
ent and simpler. Convulsions were to be in- 
duced with a therapeutic aim since the good 
clinical results obtained by Meduna’s method 
were ascribed to them. For this the old 
transcranial method followed by physiologists 
was sufficient. But this idea then, and for 
a long time to come, appeared Utopian, be- 
cause of the terror with which the notion of 
subjecting a man to high-tension currents 
was regarded. The spectre of the electric 
chair was in the minds of all and an imposing 
mass of medical literature enumerated the 
casualties, often fatal, ensuing upon electric 


2? American synonym, Metrazol. 


discharges across the human body. Nowa- 
days, after 12 years of experience with elec- 
troshock, that terror may seem to have been 
exaggerated ; but cases of death caused by 
low tensions (40 volts) had been described. 
Since, to obtain fits in dogs, tensions of 
around 125 volts were used, moreover with 
an alternating current—which was held to 
be more dangerous than direct—it seemed 
evident that these experiments were too near 
the danger zone to have any possibility of 
being applied to man. The fact is that no 
one at the clinic seriously thought of applying 
electric convulsions to man, even though 
experiments continued upon dogs, both with 
electricity and with Cardiazol. So, over a 
year went by. 

Nevertheless I, who had gone to such 
lengths in striving to preserve dogs from 
death when given electrically induced con- 
vulsions, had now come to the conviction 
that a discharge of electricity must prove 
equally harmless to a man if the duration of 
the current’s passage were reduced to a 
minimum interval. Continually turning the 
problem over in my mind, I felt that I would 
sooner or later be able to solve it; so much 
so that in 1937, not being able to go to the 
Munsingen Congress, I allowed Bini to hint 
at these vague hopes, and I, myself, at the 
1937 Milan Assembly concerning the thera- 
peutics of schizophrenia, announced these 
hopes that I had been nourishing. 

This inactivity in the face of so momentous 
a question greatly depressed me, so that I im- 
mediately jumped at the information, given 
me by my colleague, Professor Vanni, that 
“at the Rome slaughterhouse pigs are killed 
by electricity.” As though to justify my 
passiveness and to settle my hopes by facing 
a real fact, I decided to see this electric 
slaughtering with my own eyes, and imme- 
diately went to the slaughterhouse. 

There I was told that the application of a 
current across the pigs’ heads had been in 
use for some years. The butchers took hold 
of the pigs near their ears with a large 
scissor-shaped pair of pincers. The pincers 
were connected to the lighting plant with 
wires, and terminated in two teethed disc- 
electrodes enclosing a sponge wet with water. 
As they were seized, the pigs fell on their 
sides and were soon taken by fits (con- 
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vulsed). Then the butcher, taking advantage 
of the unconscious state of the animal, gave 
its neck a deep slash, thus bleeding it to 
death. 

I at once saw that the fits were the same 
as those I had been producing in dogs, and 
that these pigs were not being “killed by 
electricity,” but were bled to death during 
their epileptic coma. 

Since a great number of pigs was available 
at the slaughterhouse for killing, | now set 
myself the exact opposite of my former ex- 
periments’ aims ; namely, no longer to make 
efforts to keep the convulsed animals alive, 
but rather to determine what the conditions 
must be for obtaining their death by an elec- 
tric current. Having obtained authorization 
for experimenting from the director of the 
slaughterhouse, Professor Torti, I carried 
out tests, not only subjecting the pigs to the 
current for ever-increasing periods of time, 
but also applying the current in various ways : 
across the head, across the neck, and across 
the chest. Various durations (20, 30, 60 or 
more seconds) were tried. It turned out 
that the more serious results (prolonged 
apnea sometimes lasting many minutes and, 
exceptionally, death) appeared when the 
current crossed the chest; that this applica- 
tion was not mortal for durations of some 
tenths of a second; and, finally, that passage 
of the current across the head, even for long 
durations, did not have serious consequences. 
It was found that pigs, even when treated in 
this last way several times, “came to” grad- 
ually, after a fairly long interval (5 to 6 
minutes), then started moving, next made 
various attempts to get shakily to their feet, 
and finally ran rapidly to mix with their 
mates in the pen. 

These clear proofs, certain and oft re- 
peated, caused all my doubts to vanish, and 
without more ado I gave instructions in 
the clinic to undertake, next day, the experi- 
ment upon man. Very likely, except for 
this fortuitous and fortunate circumstance 
of pigs’ pseudo-electrical butchery, electro- 
shock would not yet have been born. 

A schizophrenic of about 40, whose condi- 
tion was organically sound, was chosen for 
the first test. He expressed himself exclu- 
sively in an incomprehensible gibberish made 
up of odd neologisms, and, since his ar- 


rival from Milan by train without a ticket, 
not a thing had been ascertainable about his 
identity. 

Preparations for the experiment were 
carried out in an atmosphere of fearful 
disapproval in the 
presence of various assistants belonging to 
the clinic and some outside doctors. 


silence be rdering on 


As was our custom with dogs, Bini and 
I fixed the 2 electrodes, well wetted in salt 
solution, by an elastic band to the patient’s 
temples. As a precaution, for our first test, 
we used a reduced tension (70 volts) witha 
duration of 0.2 second. Upon closing the 
circuit, there was a sudden jump of the pa- 
tient on his bed with a very short tensing of 
all his muscles; then he immediately col- 
lapsed onto the bed without loss of con- 
sciousness. The patient presently started to 
sing at the top of his voice, then fell silent. 
It was evident from our long experience with 
dogs that the voltage had been held too low. 

I, bearing in mind the observations with 
repeated applications of the day before upon 
pigs, made arrangements for a repetition of 
the test. 

Someone got nervous and suggested whis- 
peringly that the subject be allowed to rest; 
others advised a new application to be put 
off to the morrow. Our patient sat quietly in 
bed, looking about him. Then, of a sudden, 
hearing the low-toned conversation around 
him, he exclaimed—no longer in his incom- 
prehensible jargon, but in so many clear 
words and in a solemn tone—“Not a second. 
Deadly !” 

The situation was such, weighted as it was 
with responsibility, that this warning, ex- 
plicit and unequivocal, shook the persons 
present to the extent that some began to 
insist upon suspension of the proceedings. 
Anxiety lest something that amounted to 
superstition should interfere with my de- 
cision urged me on to action. I had the elec- 
trodes reapplied, and a 110-volt discharge 
was sent through for 0.5 second. The imme- 
diate, very brief cramping of all the muscles 
was again seen; after a slight pause, the 
most typical epileptic fit began to take place. 
True it is that all had their hearts in their 
mouths and were truly oppressed during the 
tonic phase with apnea, ashy paleness, and 
cadaverous facial cyanosis—an apnea which, 
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if it be awe-inspiring in a spontaneous epi- 
leptic fit, now seemed painfully never-ending 
—until at the first deep, stertorous inhalation, 
and first clonic shudders, the blood ran more 
freely in the bystanders’ veins as well; and, 
lastly, to the immense relief of all concerned, 
was witnessed a characteristic, gradual awak- 
ening “by steps.” The patient sat up of his 
own accord, looked about him calmly with 
a vague smile, as though asking what was 
expected of him. I asked him: “What has 
been happening to you?” He answered, with 
no more gibberish: “I don’t know; perhaps 
I have been asleep.” 

That is how the first epileptic fit experi- 
mentally induced in man through the electric 
stimulus took place. So electroshock was 
born; for such was the name I forthwith 
gave it. 


II. The Period of Application 


The period of the invention’s applications, 
on this same patient and upon others, im- 
mediately followed. Everyone was quickly 
reassured as to the safety of the method. 

Our schizophrenic went on getting better 
rapidly. Having entirely abandoned his jar- 
gon, he was able to supply all the data for 
his identification and anamnesis. He began 
to take an interest in his surroundings, and 
share in the life of his ward. After 11 com- 
plete ECTs and 3 incomplete ones (over 
about 2 months) he was discharged from the 
clinic in a “complete remission.” It may be 
of interest to note that the patient said upon 
leaving that he was well satisfied because 
a very tiresome whistling in his ears that 
had troubled him for years had also 
disappeared. 

Electroshock was extended to an ever- 
increasing number of patients with different 
disease pictures without difficulties arising. 
Needless to say, in the beginning I could not 
avoid feeling uneasy. I did not ignore the 
fact that unexpected—perhaps terrible—sur- 
prises might be encountered with the new 
method of treatment. I remembered the nu- 
merous casualties due to myxedema _ thy- 
reopriva which, after some years, followed 
the brilliant operation of goitre ablation by 
Kocher and Reverdin. I had not forgotten 
the hopeless blindness brought about by 


atoxil, after it had aroused so many hopes 
for the cure of sleeping sickness, or the in- 
cidents caused by blood transfusions before 
the discovery of blood groups, nor the 
disastrous paraplegias consequent to endo- 
rachidian injections of sulphonamides, etc. 

In the case of ECT I was afraid that by 
repeating the applications in series I might 
“epileptize” patients. It was true that in 
dogs subjected to repeated epileptic convul- 
sions I had never observed the occurrence 
of spontaneous convulsions, but then I was 
dealing with animals much different from 
man, and with healthy animals, not patients 
with illness of the nervous system. How- 
ever, in time, through observing the absence 
of spontaneous epileptic fits in patients re- 
peatedly shocked, this fear vanished. 

Another alarm was aroused by the dis- 
covery, in 2 patients treated with ECT, of 
slight opacity of the crystalline lens. It was 
only after having had patients examined by 
ophthalmologists over a long period of time 
that we could ascertain that in those 2 cases 
the alterations of crystalline lens were due 
to a pre-existing process and had nothing to 
do with the passage of the electric discharge 
across the head. 

While the first idea of using electric cur- 
rent to induce convulsions in man was born 
with the aim of improving a therapeutic 
method that was not free from serious diffi- 
culties, the Cardiazol method (Meduna), 
constant observation and study of epileptic 
fits under the convenient conditions offered 
by ECT readily demonstrated that the new 
method afforded a splendid opportunity for 
scientific research, both physiopathological 
and clinical. 

Hence I undertook several series of re- 
searches, methodically separating and ana- 
lysing the various phenomena that occur in 
epileptic fits, trying to clarify not only the 
mechanism but also the biological signifi- 
cance of the attack itself, and consequently 
the therapeutic mechanism of ECT, par- 
ticularly in the two great types of disease 
that had been treated : manic-depressive psy- 
chosis and schizophrenia. The demonstra- 
tion that followed of the diencephalic local- 
ization of the semeiotic constellation of epi- 
leptic fits, the new psychopathogenetic fram- 
ing of these 2 diseases, and the interpreta- 
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tion of the meaning of fits under the name 
“terror-defense reaction,” quickly gathered 
widespread acceptance. 

I also began to investigate the problem 
of angiospasm in convulsive fits by measur- 
ing cerebro-spinal fluid pressure during ECT. 
These researches have been recently devel- 
oped in an interesting study by Fazio and 
Doeb and in works by Marsan, Fuortes, and 
Di Fortunato. With Dr. Bini, I studied 
the histopathology of brains of animals sub- 
jected to different ECT applications. On the 
other hand, I distributed among the assis- 
tants of the clinic a wide series of researches 
from the standpoint of practice. These re- 
searches were published in the volume of 
1940. 

Bini had the task of studying the tech- 
nical part and clinical manifestations of 
ECT, which he accomplished perfectly. His 
writings on the subject have definitely estab- 
lished the fundamental semeiotic data, so 
that the many authors who came later could 
not change anything and could add very 
little. 

Bini also attempted to make the applica- 
tion of shock safe and comfortable. In 1940 
in the Italian electrotechnic shop of engi- 
neer Arcioni (Milan), he prepared an ap- 
paratus which could be safely and easily 
handled. Since it derived from the primitive 
and rudimentary one that had been used in 
the first experiments, he very kindly offered 
the patent rights to me. But I considered 
it unnecessary to associate the invention with 
the equipment and refused the offer, pointing 
out not only that I had not had a hand in 
the bringing forth of the new apparatus, but 
also that it would not be easy to patent a 
piece of equipment essentially made up of a 
voltmeter, a transformer, a clockwork switch 
and the headband with electrodes to transmit 
the current, all according to methods al- 
ready established and known. Bini had 
added to the equipment an apparatus de- 
signed to determine, by the use of weak con- 
tinuous current, the resistance offered by 
the head-circuit alone. This novelty aroused 
criticisms from electrologists, so that at the 
Copenhagen Congress (1939) I recognized 
that this resistance measurement could not 
be carried out in a constant, strictly accurate 
way. However, the apparatus could be used 


to check for inappropriate application of the 
electrodes and also for short circuits in the 
equipment. 

As a matter of fact, as soon as the 
elementary data about the method became 
known, all sorts of equipment appeared in 
Italy, France, Germany, England, and else- 
where. The equipment has become simpler 
and simpler, being restricted to the voltmeter 
and to the devices already known for frac- 
tionating the time of application of the cur- 
rent in tenths of seconds. The simplifica- 
tion reached its maximum in the technique 
adopted by one of my assistants, Prof. Felici 
in Tripoli. In the Sanitary Bulletin of 
Tripolitania (January, 1944) he reports that, 
having no equipment at his disposal, and 
having learned in the Rome clinic that “an 
excess of voltage, besides doing the patient 
no harm (the safety limit being high) was 
on the contrary to be preferred ... .” he 
applied ECT fixing the 2 electrodes to the 
head and switching the current quickly by 
hand (about 2/10 of a second). The voltage 
on the line in Tripoli varied between 125 and 
150 volts. 

So, as it was performed in Genoa in the 
first experiments upon dogs, ECT was now 
applied to man without special equipment. 
This means that the invention of ECT does 
not consist, as many have believed and still 
believe, in a special instrument. It would be 
unfair, however, not to recognize that Bini’s 
elegant and comfortable apparatus has con- 
tributed to the rapid spread of the method. 
It has allowed research studies of which Bini 
himself, in collaboration with the cardi- 
ologist, V. Puddu, contributed the first ex- 
ample in a beautiful paper entitled “Upon 
the Physiopathology of Cardiovascular and 
Respiratory Systems in ECT.” This work 
was done on dogs and was documented with 
remarkably clear graphs (1940). 


Recent Advances in Italy 


It is impossible in this short paper to give 
even a brief account of the multifarious de- 
velopments that the application of the method 
has had in the scientific and theoretical field 
and in practice. Volumes on ECT full of 
new data and developing important theo- 
retical deductions have been published in va- 
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rious languages. Here, however, only some 
of the most interesting ideas that have 
emerged from this wide research movement 
may be quoted, particularly taking into con- 
sideration the contribution of Italians, which 
seem to be particularly original, as well as 
researches carried on outside the neuropsy- 
chiatric field. 

It is on less strictly scientific grounds that 
research is included on ways in which elec- 
tric current passes across the head. This is 
largely a question of electrotechnique. Prof. 
Bollea and engineer Manfredi have found 
that the cerebrospinal fluid is of paramount 
importance in the distribution of current 
in the encephalic mass, an increase in density 
being found in the periventricular zone. 
Thus it becomes clear why ECT culminates 
in the epileptic fit, the phenomenology of 
which derives from a stimulus of the dien- 
cephalic neurovegetative system particularly. 

The humoral factor in the mechanism of 
the therapeutic action of electroshock has 
been studied by Boussinet and Jacob (1945). 
They found improvement in mental patients, 
particularly dysthymic ones, when plasma 
and serum of previously shocked patients 
were intravenously injected. Using the pig 
as the experimental animal (having rejected 
rabbits and sheep after trial) I tried various 
“biological tests” for making comparisons be- 
tween the brain of a normal animal and one 
that had been repeatedly shocked. Ideally, 
such studies should be by direct biochemical 
analyses but | had neither the assistants nor 
the money for this. Suspensions of cerebral 
material that had been “shocked” were pre- 
pared in phenolic water in the same way as 
in the preparation of antirabies vaccine from 
rabbits’ brains. These suspensions were 
injected intramuscularly into 36 patients with 
dysthymic psychoses. Remarkable changes 
were obtained in the field of neurovegeta- 
tive functions of sleep, vasomotor stability, 
sweating, general nutritional condition, and 
in many cases there was marked improve- 
ment in affect and in the state of anxiety. 
Puca has injected the cerebrospinal fluid of 
“shocked” patients into other patients and 
reports good results, particularly in dys- 
thymic psychoses. 

I also found that the hypodermic injection 
of “shocked” brain protected rabbits to some 


extent from death after intracerebral injec- 
tion of the “fixed” virus of rabies. Spol- 
verini found that such treatment also pro- 
tected monkeys to some extent from a very 
virulent strain of poliomyelitis virus. Ac- 
cornero repeated the rabies work on rabbits 
in a large experiment that confirmed the 
earlier results though an unfortunate epi- 
demic of pasteurellosis in his animals in- 
terfered. In the course of this work, it 
was found that the peculiar properties of 
“shocked” brain suspensions in water grow 
fainter with the passage of time and disap- 
pear altogether in about 2 months. Research 
is proceeding to find methods to preserve the 
property through different methods of prepa- 
ration. I have called the substance that is 
presumably formed in the brain after re- 
peated applications of ECT “‘acroagonine.” 
Many investigators have reported to me that 
they have observed little or no results in such 
experiments. My own work continues to 
support the fact that behavioral changes fol- 
low the injection of acroagonines. Two 
conditions appear to me to be possibly re- 
sponsible for the failures to obtain changes : 
(1) that too many shocks are given the pig 
or (2) that the water suspension of brain 
tissue had been kept more than 50 days. 
Longhi has repeated my experiments with 
the “virus fixe” of rabies and obtained the 
same results ; controls died after 8 days, the 
acroagonine-treated animals after 40. 
Longhi and Martinotti have found that 
acroagonine injected into the periventricular 
gray substance (hypothalamic zone) of dogs 
by Demole’s technique has a soporific effect. 
These workers have prepared dogs with a 
hollow sound into the third ventricle (Sacchi 
and Adami’s technique) and are continu- 
ing the research. Fiume has showed that 
tuberculin reaction increases after shock, 
anergic cases becoming positive in 2 in- 
stances. He considers this evidence of an 
increased defense reaction in the organism. 
Bini in 1942 suggested the repetition of 
ECT many times a day for certain patients, 
naming the method “annihilation.” This re- 
sults in severe amnestic reactions that appear 
to have a good influence in obsessive states, 
psychogenic depressions and even in some 
paranoid cases. “Clustering” of treatments, 
shocking daily for 3 or 4 days followed by 
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a 3-day rest, is less intense but sometimes ef- 
fectual. The method of annihilation has 
made possible studies of amnesia and of hal- 
lucinations, delirium, and moria occurring 
during the treatment, relating them to the 
personality factors in the patients (Bini and 
Bazzi, Polimanti). Flescher and Virgili 
have made systematic researches on amnesia 
and showed that spontaneous memory is 
more damaged than that of learned, didactic 
material and that automatic memory is still 
less disturbed. Depressed and aged patients 
show disturbances earlier than young or ex- 
cited patients. The “annihilation syndrome” 
has been compared by Cerquetelli and Cata- 
lano with the psychopathology following 
prefrontal leukotomy. They indicate close 
parallelism with the advantage of reversi- 
bility in the case of shock. 

These authors have also used shock suc- 
cessfully to stop the symptoms of demerol 
mania quickly, following Martinotti who 
used it with success in other forms of toxi- 
comania. Broggi and others have also used 
ECT in progressive paralysis with at least 
temporary success. Ruggeri has used ECT 
in Parkinsonism and DeCrinis in dissemi- 
nated sclerosis, observing attenuation of hy- 
pertonia. 

Electroshock has also been applied in 
certain general physical illnesses though all 
have a constitutional ‘‘nervous” background. 
Recovery has been frequently reported in 
asthma, and Catalano and Cerquetelli, with 
Tommasi, have had success in psoriasis, pru- 
rigo, and alopecia areata. Mancioli, after 
having observed improvement in ozena in a 
schizophrenic patient treated with shock, 


found similar after acro- 


agonine injection and is pursuing the re- 


improvement 


search with histological controls. 

Two other ideas both of which have per- 
haps as much relation to poetry as to science 
must be mentioned. The first is simply that 
the word “shock” does not have the same 
meaning in neuropsychiatry as in general 
pathology. It is worth noting that many of 
our therapeutic methods such as prolonged 
sleep, narcoanalysis, insulin coma, epileptic 
coma, electronarcosis, etc., have in common 
the factor of the induction of a state of 
unconsciousness. 

The second idea has to do with the patient’s 
fear of therapy, which leads some to want to 
stop it. On being asked the reason, they 
reply: “I don’t know, I am afraid.” “Afraid 
of what?” “I don’t know, I have fear.” 
“But were you worried, did you feel pain?” 
“No, but I have fear.”’ There must be a 
organic memory—of the 
reaction. I believe that 


vague recollection 
first “‘terror-defense”’ 
name “‘terror-defense” expresses the biologi- 
cal significance of epileptic fits. The terror 
phase, although taking place during uncon- 
sciousness, leaves specific biochemical and 
psychological changes in the organism that 
later emerge generically into the conscious 
sphere. This, too, was expressed long ago by 
Padre Dante: 


“Qual e colui che somniando vede, 
E dope il sogno la passione impressa 
Rimane, e l’altro alla mente non riede..... 


(Para. XXXIII, 58-61) 
(As he who while dreaming sees, 
And after the dream is over, 
The emotion remains while the picture has 
faded away. .... ) 
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FURTHER EXPERIENCES OF THE USE OF MALONONITRILE IN THE 
TREATMENT OF MENTAL ILLNESSES * 


HANS HARTELIUS, StockHo_m, SwepEN 


SoME COMMENTS ON THE PRELIMINARY 
REPORT OF MACKINNON ET AL. 


The immediate reason for the present 
paper is the preliminary report on malono- 
nitrile treatment given in the March 1949 
issue of this JOURNAL by MacKinnon, Hoch, 
Cammer, and Waelsch. The authors had ob- 
tained no therapeutic results in the treatment 
of g patients, of whom the majority were 
stated to suffer from schizophrenia. They 
therefore considered the clinical value of 
malononitrile to be “essentially negative.” 
They had not, however, treated the patients 
in the same way as Hydén and Hartelius 
(3). The essential point here is that they 
interrupted each treatment when there were 
any signs of a somatic effect or too soon 
after this became evident. No treatment was 
allowed to continue for more than 30 min- 
utes and they reported: “At the present 
time sodium thiosulphate is administered 
approximately 15 to 20 minutes after the 
injection of malononitrile to avoid severe 
toxic reactions.” 

As is stated in the monograph on the sub- 
ject, one very essential point in the treatment 
is “to achieve a duration of nearly 60 min- 
utes for the m-stage,” * the time factor being 
more important than a large dosage. Mac- 
Kinnon et al. actually broke off the treatment 
before any effect of therapeutic importance 
had become manifest. The value of the 
method under such conditions must—from a 
theoretical standpoint—be very small and 
their negative results confirm the experience 
that no mental effect can be observed after a 
treatment of only 15 to 20 minutes. The 
therapeutic effect of a method cannot, how- 
ever, be judged in such a manner. 


1From the Psychiatric Clinic of the Caroline 
Hospital (Head: Professor T. Sjégren) and the 
Medical Nobel Institute (Professor H. Hydén), 
Stockholm. Submitted for publication September, 
1949. 

2The m-stage =the period during which the 
malononitrile is administered and takes effect. 

The t-stage =the time during which the sodium 
thiosulphate takes effect. 


Another critical remark is more doubtful. 
This is whether the malononitrile prepara- 
tion used was pure. As the “toxic reactions” 
seemed to be more severe and also to appear 
much earlier than was reported in the mono- 
graph, some suspicions on this matter are 
warranted. This is a very important point 
as it seems to have compelled too early an 
interruption of each treatment. 

Furthermore, the authors state that there 
is often a late reaction in the form of nausea 
reappearing several hours after the treat- 
ment. It is then more satisfactory to give 
more than 10 ml of thiosulphate when in- 
terrupting the treatment. In this way such 
reactions can always be avoided. Alter- 
nately, a small quantity of thiosulphate 
given later will immediately inhibit such 
discomforts. 


THE WRITER’s INVESTIGATIONS 


In the monograph (Part III: Investiga- 
tions on human material with malononitrile) 
the following questions were studied: 

1. Are the intracellular chemical changes 
in the nerve cells caused by malononitrile 
accompanied by psychic phenomena ? 

2. lf this is so, what is the nature of these 
phenomena ? 

3. Can therapeutic use be made of this 
possible effect on the mental functions? 

It was possible, even in the earlier publi- 
cation, to reply to the first two questions 
with some degree of certainty. It was neces- 
sary to leave the third question open al- 
though reasons were brought forward for a 
positive attitude. The material was, how- 
ever, too small to permit any definite con- 
clusions. It consisted of 65 patients, 35 of 
whom were treated by the writer at the Psy- 
chiatric Clinic of the Caroline Hospital. To 
this can be added the following subsequent 
material : 

The Writer's Recent Material.—This con- 
sists of 40 patients treated by the writer at 
the same clinic using, on the whole, the same 
method. The doses were, however, slightly 
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smaller in order to bring about a longer du- 
ration of the m-stage. The average dose was 
2.4 mg/kg body weight. Each patient re- 
ceived, on an average, a total of 1,250 mg 
during the course.’ As a rule, at least 15 ml 
of 5% thiosulphate solution were given on 
breaking off the treatment. 

These 40 patients comprise all the cases 
given malononitrile treatment at our clinic 
after the last report, with the exception of 
3 patients who were given only a single 
treatment and who are not therefore taken 
into consideration when judging the method. 

Altogether 307 treatments were given, 
distributed among 40 courses of a minimum 
of 3 * and a maximum of 12 treatments and 
an average of 8 per course. Two treatments 
were usually given each week and the 
courses lasted, on an average, for 24 days. 
The duration of the m-stage in the individ- 
ual treatment was, on an average, almost 48 
minutes. 

Selection and Distribution of the Patients. 
—The cases were numbered consecutively 
immediately following those earlier reported, 
from No. 67 to 106. The principle of selec- 
tion was the same as earlier, i.e., malono- 
nitrile treatment was started when other 
therapy had failed or was contraindicated. 
This applies mainly to electroshock treat- 
ment and insulin in small doses. Thus, on 
the whole, the material was chosen in such a 
way that could be thought to have a negative 
effect on the results from the aspects pointed 
out earlier. It was, nevertheless, valuable 
that a possible effect of suggestion was di- 
minished. A number of cases were not, how- 
ever, treated since it was considered that the 
chances of any favourable effects were im- 
probable. This applies to a number of cases 
of constitutional psychopathic states. Four 
such patients were nevertheless treated. 
Table 1 shows the distribution of the cases 
according to the diagnosis. 

Somatic Effect—This was on the whole 
in agreement with that reported earlier. In- 
creased facial rubor, tachycardia, and a con- 
gestive flow of blood to the head were con- 
sistently observed during the m-stage. No 


3 The preparation used was made by A. B. Astra, 
Sédertalje, Sweden. 

*Only two cases, where the patients themselves 
wished to undergo the treatment. 
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MENTAL ILLNESSES 


great strain was, however, placed on the pa- 
tients. Thus, 5 patients with cardiac dis- 
orders were treated. One of them had re- 
cently suffered from a myocardial infarc- 
tion; another suffered from cardiosclerosis 
with transient attacks of auricular fibrilla- 
tion. The third patient had coronary insuffi- 
ciency, the fourth acute myocarditis, and the 
fifth chronic myocarditis. No detrimental 
effect or pronounced subjective discomforts 
were experienced by any of these patients 


TABLE 1 


DIAGNOSES 


Number of cases 


— 


Diagnoses : Males Females Total 

14 7 21 

Endogenous ........ 19 

Psychogenous ....... 2 
Psychasthenia ........... I 3 4 
Schizophrenia ............ 4 4 
Paranoid psychosis ....... I I 
Constitutional psychopa- 

Psychoneuroses .......... I 2 3 
Other diagnoses .......... I 2 3 


although in every instance their cardiac dis- 
orders had been considered to constitute a 
strong or absolute contraindication to ECT. 

Mental Effect—The immediate mental 
effect described earlier as taking place re- 
spectively during the m-stage and t-stage 
was also observed in the new cases. Thus, 
when depression or anxiety was already 
present, this as well as the psychomotor re- 
tardation was accentuated during the m- 
stage, whereas the t-stage gave relief in these 
respects. This effect was often noted by the 
patients and could easily be demonstrated 
in the individual cases and reproduced from 
one treatment to the next. 

It can be stressed once more that malono- 
nitrile has no narcotic effect and that, when 
acting, it is not accompanied by euphoria. 
On the contrary, there are always subjective 
discomforts although—when the method is 
used correctly—they are slight and easily 
surmountable. 

The more essential effect within 24-48 
hours of the treatment and constituting 2 
mental stimulation also appeared in a con- 
vincing manner. A few highly intellectual 
patients were obviously of great value in es- 
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timating this factor. Among them were two 
well trained doctors, accustomed to research 
work. Both had a very critical attitude to- 
ward the method, and this was accentuated 
during the pessimism accompanying their 
depression. They nevertheless independently 
noted a distinct effect on their anxiety with 
the absence of suicidal thoughts and an im- 
provement in their sleep. These effects were 
particularly evident in the 24 hours imme- 
diately following each treatment. Thus, one 
of them was able, after the inception of the 
course, to resume and complete a highly 
qualified scientific task. He considered that 
this was due to the treatment and that it had 
inhibited an otherwise presumably lengthy 
depressive mental insufficiency with inca- 
pacity for work. The other patient was able, 
soon after the end of the course, to take up 
his very exacting work again. Similar posi- 
tive experiences of the individual treatments 
could be demonstrated in the majority of 
cases with a positive final result. Less fre- 
quently did improvement take place more 
evenly in the course of the treatments. 

This increased experience has thus shown 
that the mental effect, particularly during the 
24 hours following each treatment, is in the 
nature of a stimulation. This fact will be 
used as confirmation and completion of the 
statements already made in connection with 
the forementioned questions I and 2. 


RESULTS OF TREATMENT (TABLE 2) 


In the estimation of the results, based di- 
rectly on the official case-sheets, it was of 
the greatest importance that this was made 
by one of the directors of the clinic as well 
as by an additional doctor (the physician 
responsible for the wards). In g cases the 
latter was the writer. The results were later 
classified as follows: 


+-+ very marked positive results 
+ marked positive results 
(+) less marked results 
(+?) doubtful results 
— unimproved 


The duration of the positive effect was 
designated as follows: 

U=unimproved: Cases in which no im- 
provement could be noted, or in which it 


was of a very temporary nature, lasting only 
for about 24 hours. 

T=transitory improvement: This does 
not include the mental release which usually 
occurs in connection with the t-stage of each 


TABLE 2 


RESULTS 


Duration Degree 


Code* No. Code No. % 
For total 4o 
cases: 


Positive .. L 22 ++ 
+ 23. «57-5 


Positive .. T-L I 5 

Positive .. T 9 (+) 

Negative .. U 8 _ 8 20.0 


Duration and degree 


Code No. 
By diagnosis: 
Depressions : 
T++ I 
L+ 2 
L (+?) I 
T (+) 4 
Psychasthenia : 
L++ I 
T++ I 
L (+) 2 
U— I 
Schizophrenia : 
T++ 3 
L+ I 
Paranoid psychosis : 
Psychopathies : 
L+ I 
L (+?) I 
Psychoneuroses : 
L++ I 
T-L (+) I 
U— I 
Other diagnoses : 
U— 2 
* See text. 
treatment, unless the condition between 


treatments showed a tendency to improve 
successively. 

L=lasting improvement: Cases in which 
the improvement lasted until it allowed the 
patient to be discharged or, when this could 
not be done, when the patient remained in 
the improved state for a considerable period. 
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None of the patients in the present series 
became worse during the course of treat- 
ment. 

Enquiries were later made among the 
positive cases discharged. In this way the 
time of observation was increased to an 
average of 142 days (minimum 3, maximum 
540 days). Among those cases in which the 
positive effect was designated—according to 
the foregoing symbols—as lasting (1), the 
average time of observation was 192 days 
(minimum 3, maximum 540 days). At the 
end of this time 18 of the 22 patients were 
found to be still in good condition whereas 
4 had relapsed after respectively 330, 55, 
55, and 28 days. 


RELATION TO OTHER METHODS OF 
TREATMENT 


Electroshock Therapy (ECT).—On the 
basis of the fairly wide indications for elec- 
troshock therapy 25 of the 4o patients were 
considered eminently suitable for this treat- 
ment, 13 suitable with some reservation, and 
only 2 very doubtful. In addition there 
were, however, absolute somatic contraindi- 
cations in 13 cases, 1.e., fracture of a verte- 
bra in 6 cases following electroshock therapy 
during the present or earlier hospitalization, 
2 cases of dorsal deformity, 4 of cardiac dis- 
orders,* and 1 case of coincident cardiac 
disease and pulmonary tuberculosis. In two 
cases there were relative contraindications 
on the grounds of signs of coronary insuffi- 
ciency. In a further 10 cases there were 
psychiatric contraindications, 1.e., in 3 cases 
persisting headache and/or considerable im- 
pairment of memory after earlier electro- 
shock treatment and in one patient a very 
strong subjective reaction to a new ECT on 
the basis of earlier experience. Only in one 
instance was it impossible to persuade the 
patient to undergo ECT for the first time. 
In 3 cases of posttraumatic encephalopathy 
we were unwilling to give the treatment. 
This also applies to 2 highly intellectual 
patients. 

Of the 40 patients, 26 had, however, been 
given ECT prior to malononitrile treatment 


4 One recent cardiac infarction, I severe coronary 
insufficiency, 1 cardiosclerosis with transient fibril- 
lation and 1 myocarditis (?). 
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15 during earlier hospitalization and 14 on 
the present occasion (thus, in 3 instances on 
both Six of these 26 patients 
showed marked improvement after ECT but 
are not at present available for further treat- 
ment owing to subsequent contraindications 
or on other grounds. Six patients evidenced 
temporary or only moderate improvement 


occasions ). 


whereas 14 showed no improvement. 

On the other hand, ECT was given in 8 
cases after malononitrile treatment with good 
results in every instance although not marked 
in one. Five patients were treated with 
malononitrile with a transient effect and one 
with no positive effect. There were also 2 
patients in whom the effect was satisfactory 
time but further hospitalization 
later became necessary. 

To sum up, it can be stated that our 
increased experience of malononitrile therapy 
has confirmed our earlier opinion, 1.e., that 
it can be a very good complement to ECT 
and that it can very often be given when 
electroshock therapy is contraindicated either 
Particu- 
larly significant are the cases of the two 
which ECT 


for some 


on somatic or psychiatric grounds. 


doctors mentioned earlier in 
was considered unsuitable. 

Insulin Treatment.—Many of the 40 pa- 
tients had earlier and/or on the present hos- 
pitalization been given small doses of insulin, 
which is certainly a good auxiliary remedy 
but in these cases presumably without much 
effect on the course of the disease. Insulin 
coma therapy is not given at this clinic and 
when indicated the patient is referred to a 
closed mental hospital. Five of the 40 pa- 
tients had previously been given long series 
of insulin coma treatments at other hospitals. 
The results were entirely negative in 3 in- 
stances and fairly good in 2. 

Other Therapy.—Two patients had earlier 
been treated with metrazol shock with nega- 
tive results. Frontal lobotomy was later per- 
formed on one of the patients who had 
undergone malononitrile treatment. 


It is evident from the foregoing that treat- 
ment with malononitrile was given through- 
out in the present material late in a series 
of other unsuccessful therapeutic measures, 
a fact that can in no way be considered to 
exercise a favourable effect on the results 
but presumably the contrary. 
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Tue CLINICAL VALUE OF THE METHOD 


The estimation of the clinical value of the 
method must mainly be based on the ther- 
apeutic results. It is seen from the foregoing 
report that these were fairly good. The 
mechanism of effect is still not completely 
elucidated but the improvement appears to 
take place in immediate connection with the 
individual treatments and to be in the nature 
of a mental stimulation. It is, nevertheless, 
rarely dramatic but takes place in stages or 
at times more continuously during the course 
of treatment. It differs in this respect from 
ECT. From a theoretical aspect, it also con- 
stitutes a new therapeutic measure that can 
be applied when other such—for example, 
ECT—have failed. It also appears to be free 
from risks and can therefore, as a rule, be 
used when ECT is contraindicated. Correctly 
applied, it places little strain on the patient 
and is not accompanied by the element of 
uneasiness inherent in a loss of consciousness. 
On the contrary, the patient is constantly in 
contact with his surroundings and can him- 
self indicate when treatment is to be inter- 
rupted. This can always take place rapidly, 
a fact of extreme importance from a psy- 
chological point of view. 


To these positive factors must be added 
some negative ones. The method involves 
considerable time. The total of the duration 
of the m-stage in the 40 patients in the 
present series amounts to 243 hours. During 
this time they were more or less continuously 
under the supervision of the physician giving 
the treatment. This supervision is necessary 
for the frictionless adaption of the doses 
and also for the duration in the individual 
case, in order to obtain the greatest possible 
effect (in particular, sufficient duration) with 
the least possible discomfort for the patient. 
Nevertheless, even with this purely technical 
limitation, the method can claim to be clin- 
ically easy to apply. 

Its therapeutic value appears to be con- 
siderable, although it cannot be considered 
to be statistically established even with the 
inclusion of the present series. This would 
require considerably larger series of cases 
and far greater financial resources than those 
at our disposal. Moreover, a comparable 


control series would be necessary for the 
estimation of the spontaneous tendency to 


improvement, a fact that can certairly not 
be disregarded in material of this nature. 
The writer considers that the results, as re- 
ported above, are sufficient grounds to war- 
rant a testing of the method on a larger scale. 


SUMMARY 


1. The present paper offers some com- 
ments on the preliminary report by Mac- 
Kinnon, Hoch, Cammer, and Waelsch on the 
treatment of mental illnesses with malono- 
nitrile. The forementioned authors reported 
9 cases and stated that they obtained negative 
results. Their negative results are correlated 
by the writer to the short duration of the 
individual treatments. 

To this extent, the results of MacKinnon 
et al. confirm the experience of the writer 
(Hydén and Hartelius 1948). No thera- 
peutic effects have been observed to follow 
an m-treatment with a duration of only 15 
minutes. In order to obtain results, em- 
phasis is placed here—as in the earlier re- 
port (1948)—on the importance of a suffi- 
ciently long duration of the individual treat- 
ment. 

2. The writer also reports on a more re- 
cent series of 40 patients with recorded 
katamneses. 

3. Each patient was given an average of 
1,250 mg. The average individual dose was 
2.4 mg/kg body weight. The average dura- 
of the m-stage was 48 minutes. The average 
number of treatments in a course was 8. 

4. Table 1 shows the distribution of the 
cases according to the diagnoses. Endog- 
enous depressions predominate. 

5. The mental effect is in the nature of a 
stimulation that becomes evident within 24- 
48 hours of each treatment. 

6. The results are collocated in Table 2. 
They are markedly positive in 23 cases, rela- 
tively positive in 9, and negative in 8. The 
results are lasting in 22 cases and transient 
in 10. 

7. The relation between malononitrile 
treatment and ECT and other forms of ther- 
apy is discussed. Twenty-six patients re- 
ceived ECT before malononitrile treatment, 
with varying results. Contraindications to 
ECT were present in 23 cases. 

8. The clinical value of the method is due 
mainly to the positive results, its freedom 
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from risks, and the fact that it is less limited 
than ECT by contraindications. 


CASE MATERIAL 


Case 77. Endogenous Depression.—Male, age 53, 
married. Strong leptosome habitus. Gastric troub- 
les, colitis, otherwise healthy. Hereditary history: 
nothing of interest. Brought up on a farm and 
remained there. Childhood and schooling unevent- 
ful. Happy marriage and 3 healthy children. No 
financial worries. No neuropathological traits in 
childhood. Was a good worker, undisturbed night 
sleep, seldom harassed but disposition somewhat 
heavy. Two years before the present illness, the 
patient was depressed, restless, irritable, suffered 
from insomnia and disinclination for work. Treated 
at a mental hospital for 4 months and given 7 ECT 
in the following year but complained greatly of 
headache after ECT. The present period lasted for 
about 5 months before admission and was dominated 
by depression, some psychomotor retardation, in- 
somnia, poor appetite, and disinclination for work. 
He definitely opposed ECT on the grounds of head- 
ache. 

He was given 8 malononitrile treatments in the 
course of 26 days. Dose: 4 mg/kg body weight or 
slightly less. Typical reactions. Increased spon- 
taneity during the t-stage. After each treatment he 
slept better and felt better tempered and more 
capable. During the course he became calmer and 
more cheerful and sleep remained good. Was dis- 
charged improved and remained in good mental 
health for almost a year (330 days) after which he 
again became depressed. The interval between the 
2 periods was stated by his wife to be good and the 
results of the course successful. He desires further 
treatment with malononitrile. Designation; L ++. 


Case 93. Endogenous Depression and Psychas- 
thenia—Male, aged 45, married. Atypical habitus. 
At the age of 35 long period of headache after a 
“cold,” later free from discomfort. Some slig!it 
cardiac discomforts during recent years. ECG re- 
vealed somewhat delayed conduction. Otherwise 
healthy. Father had a period of depression one year 
before his death. Mother healthy. Seven siblings: 
one sister died at the age of 13, very restless, an- 
other committed suicide at the age of 27, and an- 
other died in a mental hospital. Childhood and 
adolescence uneventful as was his schooling. Taught 
handicrafts and liked his work. Finances satisfac- 
tory and marriage happy. Syntonic with psychas- 
thenic traits. Ambitious and very conscientious. 
Fond of social life and dancing. At the age of 22 
a period of depression lasting a month. A similar 
period at the age of 32; this also cleared up after 
about a month. Entirely healthy in the intervals. 
The present depression started almost 18 months 
before admission; he was uneasy, anxious at work, 
unenterprising. For more than a year was unable 
to work. Anxiety at times with thoughts of suicide, 
becoming more frequent. On admission, moder- 


ately, at times intensely, depressed. ECT was 
started but resulted in multiple fractures of the 


vertebrae (verified radiologically) and considerable 
pain after the first treatment. It was our intention 
to continue the treatment under curare but the 
patient refused. He was referred to a sanatorium 
since it was assumed that the depression would be 
lengthy but was refused admission on the grounds 
of the poor prognosis. 

Malononitrile treatment was started 
ments during 29 days). Doses: 2.0 mg/kg weight. 
Average duration 46 minutes. Typical reactions 
but during the climax some cardiac arrythmia with- 
out discomfort. Marked subjective improvement 
after the 5th treatment. A distinct change in the 
condition, objectively as well. The thoughts of 
suicide disappeared altogether and he longed for 
home. Enjoyed everything beautiful and pleasant 
around him. Cheerful. Libido and potency returned. 
On discharge thankful and happy about the amaz- 
ing improvement, enthusiastic about the future. 
Designation: L+-+. Time of observation: 20 days 
until discharge, none later. 


treat- 


Case 96. Endogenous Depression—Male (doc- 
tor), aged 56, married. Leptosome habitus. For the 
past 10 years primary chronic rheumatism with 
severe pain for which he took large quantities of 
analgesics. Decrease in hearing for the past two 
years, otosclerosis. Lately cataract as well, one 
eye altogether blind, visual acuity in the other 
0.9. Hereditary history: nothing of interest. Good 
social mixer who burnt his candle at both ends. 
Some pessimistic traits at times. Of recent years 
troubled by periodical anxiety, partly due to de- 
creasing sight. Earlier periods fairly short but 
the current one with a duration of over 6 months. 
Despairing, psychomotor retardation, motor uneasi- 
ness. Considerable consumption of alcohol to 
deaden his anxiety. Lesions of the spinal column 
which contraindicate ECT. 

Malononitrile treatment given (6 in 15 days). 
Dose gradually increased from 2.5 to 4.0 mg/kg 
body weight. Reactions typical but fairly pro- 
nounced. Average duration 55 minutes. Consider- 
able improvement. Anxiety lessened, sleep became 
good, was able to laugh without constraint. Was 
discharged improved. About a year later visited 
the physician who gave the treatment and also 
confirmed on this occasion that the treatment had 
resulted in marked improvement. After discharge 
he gained further in weight, slept well, and felt as 
he used to. Resumed his work and has continued 
it the whole time, seeing about 50 patients a day 
without finding it any particular strain. His own 
summing up is: “It is a fact that the treatment 
had a marked effect. Without it I should not have 
resumed my activities.” Designation: L ++. Time 
of observation: 353 days. 


Case 86. Endogenous Depression and Psychas- 
thenia.—Male, aged 38, unmarried. Leptosome 
build. Healthy. Mother suffers from nervous ill- 
ness, underwent frontal lobotomy. Maternal grand- 
mother mentally diseased with religious brooding. 
From a good home. Normal course in grade school. 
Trained as a photographer. Engaged, well-suited to 
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his fiancée. No anxiety between the periods of de- 
pression, worked without difficulty, even as a sales- 
man. Started at the age of 33 with a 3-week period 
of feelings of insufficiency, headache, and fatigue. 
Subsequently, each year a period of depression for 
a few weeks with disinclination and fatigue, in- 
ability to work. Remission after resting. At the 
age of 35 a period lasting for several months with 
uneasiness, anxiety, feelings of hopelessness, and 
some obsessive doubts. Hospitalized for 6 weeks 
and given 6 ECT. Disappointed in the results but 
improved successively. Nevertheless a recurrence 
after approximately one month and thereafter un- 
able to work for a further month. Then doing half- 
time work for about 6 months. For the last few 
months once more uneasiness, anxiety, phobia for 
heights, crowds, open places. Headache and dizzi- 
ness. ECT was not considered indicated since it 
had earlier given little improvement. 

Malononitrile treatment started (10 treatments 
in 33 days). Initial dose 2.5 mg/kg body weight, 
later decreased to 1.5 mg/kg—did not tolerate the 
larger dose. Average duration 40 minutes. Typi- 
cal reactions. Improved during the course of treat- 
ment, became more cheerful and better tempered. 
At the end of the course filled with initiative and 
ambition. Mixed with other people. Started on 
his own initiative to work for a relative. Dis- 
charged improved. One year later still in good 
condition, has advanced in his work. No phobias, 
unaffected by crowds, travels by bus, trolley, and 
air. Designation: L+-+. Time of observation: 
about 360 days. 


Case 82. Depression (Adolescent).—Male, aged 
20. Somewhat leptosome type. Strongly built, good 
at sports. Father had only a period of slight mental 
depression. Mother slightly nervous, two maternal 
aunts somewhat psychasthenic. From a good home, 
where he was happy. Grade school and high school, 
but bad marks in the latter, failed to obtain his 
remove, devoted all his energy to sports. Released 
from military service owing to iritis. Many 


friends of his own age but silent and shy with 
strangers. Always depressed in connection with 
setbacks. Sensitive. A few months before admis- 
sion depressed, felt that he was no good at any- 
thing. Insomnia. Thereafter mainly remained in bed 
at home, brooded, contemplated suicide. Ideas of 
reference, worried by other people. On admission 
despairing, almost crying, monosyllabic, tense. 
ECT given, resulting in sporadic improvement, 
thereafter once more extreme depression. Narco- 
analysis revealed nothing essentially new. Still 
depressed. 

Malononitrile treatment started (7 treatments in 
25 days). Dose: 2-2.5 mg/kg body weight. Aver- 
age duration approximately 50 minutes. Typical 
reactions. Improved markedly during the course. 
The depression disappeared. Associated freely with 
other patients and other people outside the hospital 
without uncertainty. Behavior very quiet and agree- 
able. Felt entirely healthy, longed to go home. 
Discharged cured. Designation: L++. Time of 
observation: 210 days, during which he was doing 
full-time work and sports. Subjectively entirely 
healthy. 
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PSYCHIATRY AND THE ANCILLARY SERVICES * 
PAUL HAUN, M.D., D.M.S., Wasuincton, D. C. 


The professions of social work, of psy- 
chology, and to a lesser extent of nursing 
are ancillary to medicine only in part, large 
areas in each being reserved for indepen- 
dent professional jurisdiction. One needs 
to think only of settlement-house work, of 
the professional administration of relief, of 
job analysis in industry, of personnel coun- 
seling, and of public health nursing to real- 
ize that wide fields exist in which the phy- 
sician has at most a tangential medical in- 
terest, little competence, and no professional 
responsibility. A broader interpretation of 
his traditional role and a keener awareness of 
the connections between disease and environ- 
ment in all its manifestations are, however, 
gradually drawing him into new relation- 
ships. As a consultant to responsible indi- 
viduals in these fields, the doctor is learn- 
ing rather awkwardly that he can contribute 
something of value to the solution of pro- 
fessional problems in social rather than in 
medical areas. 

Detailed consideration of these matters 
has been excluded in the present discussion 
in order to focus on those specialized groups 
within the three professions which deal 
with the medical problems of patients and 
with their diseases. In this setting a segment 
of each profession may properly be con- 
sidered ancillary to medicine. 

The relationship between the medical 
specialty of psychiatry and these ancillary 
specialist groups in nursing, social work, and 
psychology is today in a state of unrest. 
Present tensions and the increasing disposi- 
tion toward aberrant interpretations of func- 
tion, if not resolved, promise a significant 
break in the long tradition of responsible 
medical care and a redefinition of profession- 


1 Presented at the meeting of the Washington 
Psychiatric Society, September 22, 10949, at the 
District of Columbia Medical Society Building, 
Washington, D. C. 

Published with the permission of the Chief Medi- 
cal Director, Department of Medicine and Surgery, 
Veterans Administration, who assumes no respon- 
sibility for the opinions expressed or conclusions 
drawn by the author. 
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alism that may be as puzzling as it is unpro- 
ductive. 

At a recent national convention it was 
urged that members of one of the ancillary 
medical disciplines qualify themselves for 
private practice through training and ex- 
perience supervised in part by psychiatrists. 
Such would 
take “referrals from physicians and [prac- 
tice] with consultation in accordance with 
the better psychiatric concepts.’’ When ques- 
tioned from the floor as to how this would 
differ from the private practice of psychia- 
try, one of the authors of the paper stated 
the only distinction would be that the psy- 
chiatrist would also employ drugs, hypnosis, 
and the therapies. Although the 
leaders in the discipline have repeatedly in- 
dicated their opposition to similar sugges- 
tions, proposals of this kind continue to be 
made and to attract no little support. 


“Fellows in Psychotherapy” 


shock 


As physicians we have not fully under- 
stood the sociologic repercussions that fol- 
lowed the recent war. Their relationship to 
political doctrines, moral codes, economic 
patterns, and the distribution of power 
within the State have been clear enough, but 
we have not always recognized that they 
can be equally significant within vocational 
fields. It may be well to examine more 
closely some of the redefinitions of role, 
some of the shifts in accent fermenting in 
the area of mental care. 

Although we are frequently told that the 
science of medicine makes great strides dur- 
ing wartime, the accuracy of the statement 
remains debatable. War does act as the 
forcing bed in which the seedlings of medi- 
cine, germinated in some dingy laboratory 
or poverty-ridden clinic, are exploited. 
Mulched by inexhaustible resources of man- 
power, watered by unlimited appropriations, 
and warmed by the rays of ungrudging 
popular support, they grow to prompt ma- 
turity. 

War may also result in much that is medi- 
cally slip-shod, much that is professionally 
damaging when, as is necessary, military suc- 
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cess takes precedence over all other consider- 
ations. The principle of makeshift and of 
extemporization often enforced by military 
necessity is not always confined to tent hospi- 
tals, gasoline lamps, and canvas cots. There 
is a corollary, finding immediate application 
in the field of personnel utilization, which 
holds that “Any Medical Attention is Better 
Than None.” 

The well-publicized shortage of civilian 
psychiatrists eligible for enlistment during 
the recent conflict gave an apparent justifi- 
cation to this thesis in the field of mental 
care. It is not our purpose to discuss 
whether or not such a course was warranted, 
whether, to employ the familiar military 
phraseology, risks intrinsic in such practices 
were properly “calculated,” or whether a 
distinction should or should not have been 
drawn between first aid in its familiar ap- 
plication, and its necessarily inexpert em- 
ployment in the field of mental and emo- 
tional disorder. It is necessary only to point 
out that the widespread practice of employ- 
ing physicians who were not psychiatrists 
and laymen who were not physicians in all 
sensitive areas of psychiatric care repre- 
sented a crucial departure from accepted 
civilian practice. The essential divergence 
lay in part in the discharge of highly techni- 
cal duties by unprepared individuals, but 
far more significantly in the fact that inde- 
pendent medical responsibility was assumed 
by persons other than physicians. Psychi- 
atric evaluations, diagnostic procedures, 
tre#tment interviews, and therapeutic rec- 
ommendations were initiated and carried 
through by professional and nonprofessional 
personnel, other than physicians, with full 
command sanction and in many instances 
without medical supervision even of the most 
tenuous kind. 

Although the desirability of special skill 
in the field of mental care was generally 
recognized, fixed training standards for re- 
sponsible individuals were never established, 
and practices were ordered around a slid- 
ing scale applicable to every personnel situa- 
tion. Internists substituted for psychiatrists, 
psychologists and social workers for phy- 
sicians, college men with sociology or phi- 
los@alpy majors for nonmedical professionals 
and, ‘when all such skills were no longer 


available, high school graduates were pre- 
ferred to third-graders. 

Intraprofessional divergences of opinion 
on standards, training, and service goals al- 
ready present in the fields of psychology, 
nursing, and social work prior to 1941 were 
markedly intensified by these experiences. 
Highly aggressive, poorly trained indi- 
viduals, many of whom had held important 
military positions, bitterly resented curtail- 
ment in the field of their responsibilities on 
return to civilian life. More stable indi- 
viduals with a sound background of premili- 
tary training and experience returned to the 
accepted limitations of their familiar roles 
with a sense of relief and of self-congratula- 
tion that they had successfully weathered a 
stormy period of professional upheaval. Yet 
other highly skilled and widely experienced 
men and women, including many of the 
leaders in the several disciplines concerned, 
looked upon the entire experience as a sharp 
professional challenge. Since the cessation 
of hostilities much thought has gone into the 
preparation of suggested curricula; into the 
requirements for degrees; the kind and 
amount of supervision necessary for on-the- 
job training; the nature and extent of re- 
quired experience; and qualifications that 
would warrant licensure. 

Many of the resulting proposals appear to 
the psychiatrist as eminently sound ; many he 
cannot evaluate because of his unfamiliarity 
with the technicalities of the ancillary dis- 
ciplines. It must be recognized, however, 
that a sizable number remain that, either be- 
cause they are not clearly worded or because 
there is a basic distortion and misunderstand- 
ing of fundamental principles, he can neither 
approve nor countenance. 

The medical profession cannot, nor does 
it wish to, assert administrative responsi- 
bility for the ancillary professions. It would 
be as presumptuous for the physician to set 
up standards of education for the social 
worker as for him to instruct a pharma- 
ceutical house in the conduct of its business. 
The physician prescribes only those drugs in 
which he has confidence, drugs that have 
been prepared under circumstances of which 
he approves and into which he knows he can 
inquire at will, drugs whose action is both 
known and predictable. The pharmaceutical 
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house neither knows medicine nor pre- 
scribes ; it does acquaint itself with medical 
requirements and has discharged its function 
when its product satisfactorily fills these 
needs. Respected firms carry their responsi- 
bilities yet further in the constant develop- 
ment of new and promising preparations, 
which are offered to the profession for final 
assay. The doctor must retain the right to 
evaluate, to judge and, if necessary, to veto. 

The analogy may not be too greatly 
strained if we say that the psychiatrist wel- 
comes the skilled services of the nurse, the 
social worker, or the psychologist in whom 
he can have confidence ; whose prior training 
and experience he has reason to believe are 
sound and into which he is welcome to 
inquire; whose professional role is clear 
and who will give him ungrudging assis- 
tance within an indicated field of compe- 
tence. Can we not say further that schools of 
social work, universities conferring doctor- 
ates in psychology, and nurses training cen- 
ters are not medical schools and cannot 
pretend to equip their graduates for respon- 
sibilities accompanying the practice of medi- 
cine? Would it not be entirely appropriate 
for such educational institutions to acquaint 
themselves with the broad problems facing 
medicine, learn its needs, and attempt con- 
stantly to train their students to work pro- 
ductively within the area of medical require- 
ments? Lastly, might we not look for a 
steady process of professional growth, of 
ever higher standards of accomplishment ? 
Could we hope that social workers would ad- 
vance in their field, that psychologists would 
become increasingly skilled psychologists, 
and nurses ever better nurses? 

It is neither to educational autonomy nor 
to professional growth that the psychiatrist 
objects in the programs advanced by the an- 
cillary disciplines. Bluntly, it is to the crea- 
tion of a new category of bargain-basement 
“physicians” who, by virtue of whatever 
years of specialized nonmedical training, are 
alleged to be qualified for independent medi- 
cal responsibility. 

Who is in charge of a hospital ward—the 
nurse or the physician? Who finally deter- 
mines the patient’s diagnosis—the psycholo- 
gist or the physician? Who is responsible for 
psychotherapy—the social worker or the 


physician? The essence of medical practice 
is challenged in these questions, and few 
answers are customarily hedged with so 
much elaborate sophistry. “The nurse is re- 
sponsible for the ward’s housekeeping and 
for the nursing care” is a common and ex- 
asperating example, reminiscent of the con- 
flict between the two sons who jointly inher- 
ited their father’s horse. (To maintain the 
sovereign rights of each, it was eventually 
necessary to saw the unfortunate animal 
in two.) Suppose the doctor wants the 
windows open while the nurse wants them 
closed. Suppose the doctor wants his patient 
to sleep until 10 in the morning while the 
nurse wants to complete her bedside care 
at 7. Is there to be an undignified struggle 
of wills, perhaps an appeal to the clinical di- 
rector on the one hand and to the chief nurse 
on the other, with one of the participants 
doomed from the outset to the smart of out- 
raged feelings and the ignominy of defeat? 
Medicine has indeed fallen upon evil days 
when its workers struggle among themselves 
rather than with disease; when victory is 
celebrated over an associate rather than an 
epidemic. 

Members of the ancillary disciplines match 
our own psychiatric criteria against the ma- 
triculation requirements, the procedures of 
student selection, and the curricula of a dis- 
couraging number of medical schools with 
disheartening results. The recognized medi- 
cal needs of society are contrasted with the 
number and geographic distribution of psy- 
chiatrists. Statistics on graduation from 
medical schools and on completion of psy- 
chiatric residencies are toted up and we are 
reminded how meagerly professional gaps 
are being filled. Accusing fingers are pointed 
at the incompetents in our ranks and their 
stupidities and mistakes compared with the 
skilled techniques and the professional con- 
tributions of nonmedical workers. We are 
reminded of the major contributions made to 
dynamic psychiatry during the last 40 years 
by lay psychoanalysts ; of the elite nature of 
psychiatric practice caught with apparent in- 
evitability between what is perhaps civiliza- 
tion’s most widespread medical need and the 
smallest possible case load. Our practices of 
certification that tend to institutionalize the 
status quo, stifle scientific progress, and re- 


| 
19 
lez 
na 
se 
cis 
ob 
lec 
ou 
at 
bor 
ap] 
lig: 
pri 
tio 
us 
but 
thc 
wh 
in 
spc 
be 
rat 
in 
un¢ 
pre 
cat 
cor 
the 
scr 
has 
isst 
act 
son 
wit 
call 
The 
tica 
met 
| den 
that 
cate 
WI 
aba 
are 
fact 


Aug. 


ctice 
few 
h so 
is re- 
and 
1 ex- 
con- 
nher- 
n the 
ually 
nimal 
; the 
them 
atient 
e the 
care 
uggle 
al di- 
nurse 
ipants 
f out- 
»feat? 
days 
selves 
ory is 
an an 


match 
ma- 
res of 
a dis- 
; with 
medi- 
ith the 
f psy- 

from 
f psy- 
we are 
1 gaps 
yointed 
1 their 
ith the 
al con- 
Ve are 
nade to 
years 
ture of 
‘ent in- 
‘iviliza- 
and the 
tices of 
lize the 
and re- 


1950 | 


PAUL HAUN 105 


lease unproved “specialists” on the unfortu- 
nate public are seriously questioned. 

As physicians first, and as psychiatrists 
second we neither resent the adverse criti- 
cism, nor ignore the lessons implied in such 
observations. Self-evaluation has already 
led us to many of the same realizations. That 
our faults should be noted by nonmedical 
professions qualified to understand the issues 
at stake is always salutory. That the social 
body as a whole calls us to account when we 
appear derelict in the discharge of our ob- 
ligations to humanity is the price and the 
privilege of democracy. 

To the ancillary disciplines we answer: 
“Your diagnosis is sound, but your prescrip- 
tion is fatal.” To society we reply: “Hold 
us as tightly as you will to our obligations, 
but remember that responsibility and au- 
thority are equal halves of an inseparable 
whole.” 

The ancillary worker objectively engaged 
in the discharge of independent medical re- 
sponsibility rarely admits the fact. This can 
be attributed alternatively to honest igno- 
rance, faulty training, muddy thinking, inten- 
tional evasion, or to a significant divergence 
in orientation regarding the basic concepts 
underlying all medical practice. 

Ignorance can be relieved and training im- 
proved by the recognized techniques of edu- 
cation. It is probable that all professions will 
continue to be handicapped by the few or 
the many inadequates who slip through the 
screening mesh of training centers. 

The clever and unprincipled dissident who 
has no uncertainty as to the fundamental 
issues is a more serious problem. The char- 
acteristically lenitive medical setting is un- 
scrupulously exploited for unhealthy per- 
sonal satisfactions. Profitable discussion 
with these amateur physicians characteristi- 
cally mires down in semantic cul-de-sacs. 
The concept of medical responsibility is elas- 
tically moulded to fit the purposes of the mo- 
ment; patients are fragmented into indepen- 
dent jurisdictional zones; we are reminded 
that good fences make good neighbors and 
catechized on the principles of teamwork. 
When it is pointed out that even Russia has 
abandoned the conductorless orchestra, we 
are charged with irrelevancy and the manu- 
facture of false analogies. 


The real issue, of course, lies with the 
ancillary professional worker whose intelli- 
gence, motives, and sincerity are unques- 
tioned, but whose concept of medical care 
rests on fundamental premises that the psy- 
chiatrist cannot accept and that lead in the 
course of evolutionary development to re- 
sults that he cannot countenance. 

The cardinal importance of the assump- 
tions upon which a body of doctrine is 
erected finds too little recognition in medical 
circles. We acknowledge a divergence in the 
axioms of the great philosophic systems and 
have considerable awareness that the mani- 
festations of medieval civilization were the 
outgrowths of assumptions and convictions, 
of fidelities and beliefs strange to the twenti- 
eth century. We are, however, too prone to 
ignore the radical divergence of basic orien- 
tations present in contemporary society and 
by a psychological mechanism, with which 
we of all people should be familiar, project 
our own ways of looking at medicine upon 
others. 

Individually and collectively we have had 
flashes of uneasy recognition that all was not 
well, but a tradition of silence and of mis- 
directed pride has dampened and cut short 
our impulse to explore the issues further or 
to reach a definitive and final understanding. 
We have often resorted to the cheap devices 
of personal conciliation to preserve a super- 
ficial harmony with our professional assis- 
tants, justifying our inertia with the familiar 
explanation that anything that would insure 
our patients proper care was warranted. 
Whenever ancillary medical workers have 
acceded to our apparent expectation and ex- 
ploited their status rather than won our good 
opinion by their technical skill, we have sunk 
back into head-shaking martyrdom. 

To the frequent criticism that medicine 
excludes from its purview extensive areas 
of socially significant maladjustment and 
evades many pressing implications in the 
fields of child care, education, industry, re- 
ligion, penology, and marriage, one must an- 
swer with John Donne: “No man is an 
Iland, intire of itselfe; every man is a peece 
of the continent, a part of the maine.” The 
physician may be a parent, a Presbyterian, a 
Mason, and a Republican in addition to being 
a doctor of medicine. Each capacity carries 
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its own responsibility, small or great, but 
only one relates to medicine. As a citizen, he 
laments the existence of poverty, the devas- 
tation of flood, the ruin of war, and the rav- 
ages of disease, adding his voice to the out- 
cry for effective social action. He perverts 
his medical role and properly comes to ridi- 
cule when he appropriates professional juris- 
diction in such fields. 

It is entirely possible for the medical pro- 
fession to eliminate the common cold by 
ordering every human being into a private 
antarctic igloo. Until society becomes suf- 
ficiently worried over coryza to charge a 
public official with enforcing such a public 
health measure, any citizen may investigate, 
study, and propose, but none may act with 
authority. 

We must clearly distinguish between the 
physician who diagnoses, treats, and pre- 
vents disease in the individual human being 
and the public health official who draws 
conclusions from the findings of doctors, 
lawyers, clerics, entomologists, sociologists, 
bacteriologists, veterinariays, and epidemi- 
ologists and enforces them on a mandate 
from the people. That he may be able to 
discharge his responsibilities with greater 
effectiveness by virtue of being a physician is 
irrelevant. 

The doctor of medicine properly makes 
his important contribution to public health 
through investigation of the natural history 
of disease and the development in pilot form 
of effective prophylaxis. The public must 
determine how many or how few of his sug- 
gestions are to be socially implemented. 

Recognition of a general need does not 
oblige society to satisfy it, nor does it license 
any group to impose its conclusions upon 
mankind. As enlightened psychiatrists, it is 
our opinion that could we conspire with Fate 
to grasp this sorry scheme of things en- 
tire, husbands would love their wives, robust 
children would develop into healthy adults, 
labor and management would be at peace, 
democratic institutions would flourish, and 
Man attain to the full and splendid flower of 
his potentialities. It is unfair to censure psy- 
chiatry because this has not come to pass. 

Just as the physician may have marital, 
religious, fraternal, and political responsi- 
bilities that are independent of his duties as 


a doctor of medicine, so too will his varied 
needs as an individual extend beyond the 
boundaries of his professional role. These 
multiple relationships between individuals, 
and between an individual and the institu- 
tions of society, are inevitable in group living 
whatever its pattern. The fact upon which 
we wish to focus is the distinctiveness of 
each. We are not parishioners of the grocery 
store, tenants of the District Court, or pa- 
tients of the municipal election, yet any indi- 
vidual may be at one and the same time liti- 
gant, patient, customer, parishioner, elector, 
and tenant. The social agency, the public 
health nurse, the practicing psychologist, 
and the psychiatric clinic are all solicited for 
help by human beings whose widely ranging 
problems cover the spectrum of human need. 
[It is manifestly absurd for any profession to 
pretend that it can answer them all. Each 
discipline must clearly define its function and 
direct its efforts toward the solution of the ap- 
plicant’s difficulties that fall within the func- 
tional confines thus established. 

To insist upon the propriety of this course 
is not to urge that the professional individual 
or the helping agency remain blind to the 
existence of other needs. Humanity does not 
sort itself into ordered columns that uner- 
ringly present themselves at the proper con- 
sulting room. A major qualification of the 
skilled professional is his ability to see the 
problem whole and where necessary to guide 
the applicant to other and more suitable 
sources of assistance. 

Although an individual may be a client and 
also a patient at one and the same time, 
clients and patients are never identical. This 
seeming paradox is resolved when we fix our 
point of reference. One may be simultane- 
ously a client to a social worker, a tenant to 
a landlord, and a patient to a physician. The 
social worker, however, may accept and as- 
sume professional responsibility only for 
clients, and not for tenants or patients. The 
physician may accept and assume profes- 
sional responsibility only for patients and not 
for clients or tenants. 

We differentiate tools from ends. The 
watchmaker’s ocular and his magnetizec 
screw driver are used both in the fabrication 
of wrist watches and of atomic bombs. The 
psychiatric tools of ventilation, persuasion, 


t] 
at 
Ww 
cl 
n 
el 
M 
le 
R 
at 
sn 
th 
let 
re 
re 
su 
at 
\\ 
int 
or 
dr 
ist 
in 
cle 
fe 
cal 
dis 
pr 
me 
ch 
th 
the 
ga 
gal 
sta 
tar 
un 
| illr 
tra 
co 
the 
hel 
ing 
rog 
hir 
dox 


Lug. 


ried 

the 
hese 
uals, 
titu- 
ving 
hich 
s of 
pa- 
indi- 
 jiti- 
ctor, 
ublic 
gist, 
1 for 
wing 
need. 
on to 
Each 
1 and 
le ap- 
func- 


ourse 
‘idual 
o the 
2s not 
uner- 
con- 
yf the 
e the 
guide 
‘itable 


it and 
time, 
This 
ix our 
iltane- 
ant to 
. The 
nd as- 
y for 
. The 
rofes- 
nd not 


The 
1etized 
ication 
;. The 


tasion, 


1950 | 


PAUL 


HAUN 107 


support, and transference are used both in 
the modification of mental disease and of the 
attitudes of sailors in boot camp. This hard 
core of distinction between means and pur- 
poses, between techniques and the areas in 
which they are employed, makes the current 
search for an Aristotelian definition of psy- 
chotherapy a rather meaningless fad. The 
naming and the anatomizing of a technique 
employed by the aboriginal mothers of Cro- 
Magnon sons, by the centurions in Czsar’s 
legions, and by the shop foremen at River 
Rouge is not a bone over which psychiatry 
and the ancillary medical disciplines need to 
snarl. The nuclear considerations are rather 
the fields in which it is employed, the prob- 
lems against which it is directed, and the 
results that its practitioners hope to achieve. 
The psychiatrist employs, directs, and is 
responsible for psychotherapy with patients 
suffering from disease in the hope of allevi- 
ating their distress and restoring their health. 
When nonmedical professionals undertake 
independent psychotherapy with patients, 
or perform operations, or prescribe potent 
drugs, or reduce fractures because of the ex- 
istence of disease and in the hope of restor- 
ing health, they are approaching dangerously 
close to charlatanism lacking only the venal 
motive commonly attributed to the quack. 
Patients known or suspected to be suf- 
fering from psychiatric disease cannot ethi- 
cally be referred for the treatment of those 
diseases to laymen engaged in the private 
practice of psychotherapy. The transfer of 
medical responsibility from physician to psy- 
chotherapist is, of course, impossible. From 
the professional, legal, and moral standpoint 
the physician can neither relinquish his obli- 
gations nor the layman accept them. Dele- 
gation of responsibility under such circum- 
stances is a semantic illusion, being in fact 
tantamount to its transfer. If competent to 
understand and deal with the psychiatric 
illness, the referring physician would not 
transfer his patient. Having done so, he 
could not wisely supervise and direct the 
therapy. The lay psychotherapist in seeking 
help through consultation would be exercis- 
ing medical judgment, assuming the pre- 
rogatives of a physician, and arrogating to 
himself a professional status coequal with all 
doctors of medicine. To believe that a refer- 


ring physician would cheerfully carry the ex- 
clusive legal responsibility of such a relation- 
ship while a layman grappled independently 
with a disorder which might at any moment 
explode into a malpractice suit, an assault, 
a mutilation, a suicide, or a murder, is to 
regard the medical profession as feckless 
indeed. 

The extent to which the psychiatrist may 
properly delegate his responsibilities to ancil- 
lary workers within a supervised medical set- 
ting is dependent upon his professional judg- 
ment, the competence of his assistants and, 
may we be permitted to add, the nature of 
their professional orientation. Neither the 
ethical psychiatrist nor the responsible psy- 
chiatric clinic will wish to foster the develop- 
ment of independent lay psychotherapists by 
permitting such assignments to serve as dis- 
guised apprenticeships for the practice of 
medicine. 

We must be patient with the irresponsible 
but perennially recurrent charges that phy- 
sicians hold some kind of culpable profes- 
sional monopoly, and that medicine must be 
attacked as a vested interest of monstrous 
significance. The pathetic misunderstanding 
behind such convictions should not, however, 
blind us to the related fact that not all ancil- 
lary medical workers have achieved the inner 
pride and self-respect that we automatically 
associate with the professional life. It may 
be that these personal problems of status and 
of prestige have contributed in no small mea- 
sure to the present unrest within the ancillary 
specialties and to many of the proposals de- 
signed to extend their jurisdiction into medi- 
cal areas. Although primarily a challenge to 
the training centers and the sane educational 
efforts of the professional leaders in the sev- 
eral disciplines, it seems entirely appropriate 
to point out that qualified students are always 
welcome in our schools of medicine, and that 
any individual unhappy in his present pro- 
fession may present himself for evaluation 
and possible acceptance as a first-year stu- 
dent of medicine. 

A clear exposition of the principles and 
the beliefs upon which medicine rests is 
overdue. The articles of conviction pre- 
sented here are offered with all modesty 
as a personal credo in the earnest hope that 
wiser men may be stimulated to the enunci- 
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ation of a medical faith to which all of us 
who deal with the sick and the maimed may 
subscribe. 


I 


I believe that medicine is a science and an 
art, drawing eclectically from the basic and 
natural sciences and from the humanities. 
Within its own field it preserves, augments, 
and frequently re-examines a body of sci- 
entific information that is subsequently ap- 
plied with judgement, discretion, and under- 
standing. 


II 


I believe that the province of medicine is 
the diagnosis, treatment, and prevention of 
disease in the human being ; that disease ex- 
ists when any abnormality of structure or of 
function seriously impairs the adjustment of 
the individual, and that an essential element, 
unique to the training of the physician, is 
the prompt recognition of disease in its 
multiform, disguised, incipient, and manifest 
forms. 


Ill 


I believe that among professional workers 
only the physician is competent to employ 
the refined judgment and to make the many 
interlocking determinations that establish 
the boundaries of disease; that these defi- 
nitions change with each advance in medi- 
cine and that areas of medical jurisdiction 
will continue to expand or contract as new 
knowledge and fresh insights are gained. 


IV 


I believe that medical responsibility is in- 
tegral to medical practice and involves a 
covenant between the physician and the pa- 
tient more inclusive and more binding than 
any other possible relationship between hu- 
man beings. Without regard to his own con- 
venience, personal opinions, or welfare, the 
physician binds himself to serve the patient’s 
best interest. He is obligated, under the dic- 
tates and qualifications of his professional 
judgment, to invade the patient’s physical 
privacy ; to prescribe changes in his environ- 
ment; to elicit all pertinent confidences in- 
cluding those related to legal offences; to 


redirect his emotional life; and to remould 
the very pattern of his personality when 
these measures will alleviate the suffering of 
disease or tend to restore health. 

I believe the physician can transfer medi- 
cal responsibility only to another physician. 
Other professional individuals, regardless of 
their personal capabilities or the nature of 
their training, cannot assume independent 
medical responsibility. The physician may, 
however, under certain circumstances dele- 
gate any portion of his duties to any indi- 
vidual, professional, subprofessional, or non- 
professional, who in his considered opinion 
can benefit the patient. He will not ordi- 
narily discharge in his own person all diag- 
nostic, therapeutic, and preventive functions 
entailed in the efforts to alleviate the patient’s 
condition, but he is alone responsible for 
their nature and direction. The individual 
to whom such responsibility is delegated is 
then accountable to the physician for all that 
occurs, and responsible to the patient for a 
workmanlike and professional job. An ex- 
ample applicable to all such relationships can 
be taken from the laboratory. The phy- 
sician refers a patient to a serologist for 
a blood Wassermann. The serologist’s ac- 
countability to the physician requires that he 
perform the test to the best of his ability, 
apply all his skill and initiative, take every 
proper safeguard to ensure an accurate re- 
sult, and report to the physician truthfully 
and without reserve the outcome of the 
test, whatever it may be. He must also be 
familiar enough with the nature of medical 
practice to refrain from interpretations or 
explanations to the patient of which he may 
suspect the physician would not approve. 
His responsibility to the patient is to dis- 
charge the request of the physician within 
the field of his competence as understood and 
accepted by the doctor to the best of his abil- 
ity without negligence or deceit. 


VI 


I believe the living human being cannot 
be successfully fragmented into separately 
functioning systems, of digestion and res- 
piration, or of mind and body. I believe that 


mor 
spot 
tion 
hun 
is SI 


I 
one 
care 
conf 
the 
who 
bilit 
ethic 
alwe 
dari. 
he i 


195 
eve 
it 1 
out 
org 
= 


Aug. 


( 
vhen 


of 


1edi- 
cian. 
ss of 
e of 
dent 
may, 
dele- 
indi- 
non- 
inion 
ordi- 
diag- 
tions 
ent’s 
for 
idual 
ed is 
| that 
for a 
1 ex- 
s can 
phy- 
t for 
S ac- 
at he 
pility, 
every 
fe re- 
ifully 
f the 
so be 
edical 
ns or 
>» may 
rove. 
dis- 
vithin 
d and 
abil- 


annot 
rately 
1 res- 
e that 


1950 | 


PAUL HAUN 10g 


every disease, no matter how circumscribed 
it may seem, has inevitable reverberations 
outside of its apparent localization in a single 
organ or system. As a consequence of this 
monistic conviction, I hold that medical re- 
sponsibility is unitary, and cannot be parti- 
tioned on a basis of artificial divisions of the 
human being or of the diseases to which man 
is subject. 
VI 

I believe that physicians may specialize in 
one branch of medicine with a resulting im- 
provement in the general level of patient 
care. Accountability to the patient may be 
confined within the artificial boundaries of 
the specialty only when the practitioner is 
acting at the request of another physician 
who continues to assume the full responsi- 
bility. When a specialist accepts a patient as 
ethically his own, his first responsibility is 
always that of the physician, and only secon- 
darily that of the specialist to the extent that 
he is best able to recognize and combat the 


significant manifestations of the patient’s 
disease. 


I believe that psychoses, psychoneuroses, 
severe character disturbances, and marked 
behaviour problems in children are diseases ; 
that only a physician can assume respon- 
sibility for their identification and therapy, 
and that among such doctors of medicine the 
psychiatrist is most skilled in their diagnosis, 
treatment, and prevention. 


IX 


I believe that psychiatry is a medical spe- 
cialty and that its theories, techniques, re- 
sponsibilities, and practices are as integral a 
part of medical science as are those of sur- 
gery and obstetrics. As a consequence of this 
conviction I oppose the practice of psychi- 
atry by any professional, subprofessional, or 
nonprofessional individual who is not a 
physician. 
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VERBAL HALLUCINATIONS AS AUTOMATIC SPEECH 


THE REACTIVATION OF DoRMANT SPEECH Hapsir 


LOUIS N. GOULD, M.D., Corat Gas tes, FLa. 


“It is reason and speech that unite men to one 
another; there is nothing else in which we differ 
so entirely from brute creation.”—Cicero: De 
Officiis, 1, 78 B. C. 

Man is the talking animal. Speech, the 
“currency” of his mind, is his most aston- 
ishing acquisition. But when speech becomes 
“voices,” its social function turns counterfeit, 
and the mental economy already weakened in 
psychosis is disrupted. 

That the verbal hallucination might be pri- 
marily a disorder of speech was suspected (1, 
2). Confirmation was secured, perhaps for 
the first time, when the author demonstrated 
that a hallucinating paranoid schizophrenic 
was experiencing as voices her automatic 
faint whisperings(3). 

It is the purpose of the present report to 
submit evidence that verbal hallucination is 
automatic speech on the part of the percipi- 
ent; to explain the mechanism of speech 
autonomy; to point out its relationship to 
emissive, loud speech ; to account for the per- 
petuation of the hallucination and for cer- 
tain aspects of psychotic behavior; to give 
preliminary experimental data on the low 
threshold of response of the neuromuscular 
speech mechanism in psychotics ; to establish 
the reason for existence of a speech mechan- 
ism that may escape voluntary control; to 
explain certain characteristics of the verbal 
hallucination and, on the basis of the factors 
involved in verbal hallucinations, to suggest 
a therapeutic program. 


METHOD 


Eighty-four patients ' experiencing verbal 
hallucinations were interviewed and _ their 
clinical records studied for subjective and 
objective evidence of automatic activity of 
the neuromuscular mechanism of speech. 
Data were obtained on the following: Aware- 


1 Most of the patients were from the wards of 
the Norwich State Hospital, Norwich, Conn.; 
several were from the Lower Miami Valley Gui- 
dance Center and from private practice. 


IIo 


ness of self-production; patient’s audition 
of his thoughts; identification of thinking 
and talking ; proprioceptive sensations arising 
from the vocal organs; their relation to 
voices, to mental activity, and to “thought 
detection” ; speech characteristics as noted by 
the author and by others; and involuntary 
production of other oral sounds, Data were 
also secured on neuromuscular tension, on 
duration, subjective intensity and clarity 
of the phonisms, on hallucinatory activity 
at night, on imitation, and on the echo 
phenomenon. 

Included in this study is information ob- 
tained from investigation of the subaudible 
speech of the patient L. M.(3). 


> 
di 


ngs of speech 
of several patients were made while they 
talked or whispered audibly to themselves. 
Speech habits noted were compared to char- 
acteristics of subaudible speech and of verbal 
hallucinations. 


Copy and occasional recor 


Experimentally it was desired to deter- 
mine the responsiveness in hallucinating psy- 
chotics of their vocal organs during imagined 
speaking and imagined hearing. Accord- 
ingly, the patient K. N. was auscultated over 
the larynx with a bell type stethoscope dur- 
ing quiet breathing, during thinking of a song 
to herself, and during imitation of Lincoln 
delivering his Gettysburg address She was 
then questioned with regard to propriocep- 
tive sensations. 

An electromyogram of the vocal organs 
was obtained with the same patient thinking 
a song to herself and, since she was a beauti- 
cian, during an imagined talk to students on 
hairdressing. 

For study of the neuromuscular activity of 
the vocal organs during imagined hearing, 
an electromyogram of the vocal musculature 
of the patient L. M. was taken during a pe 
riod of quiet breathing, while she imagined 
that she was hearing her husband calling her, 
and hearing someone recite the poem, “The 
Owl and the Pussycat” (suggested by the 
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patient). At the termination of the pro- 
cedure notation was made of her remarks 
concerning sensations in the “throat.” 


RESULTS 


Awareness of Self-Production—Some pa- 
tients become aware of the identity of the 
voices with “talking to oneself.” The signifi- 
cance of the whispering quality of “voices” 
as described by M. L. will be pointed out 
later. 


H. B. He had auditory hallucinations one week 
after admission. He later stated that he thought he 
heard his own voice. 

G. R. He denies voices and then 
say, “It’s my own voice, my soul.” 

A. P. About one month ago he became even 
more mixed up when he started hearing voices in- 
side his head. At first he realized that it was his 
own self talking, but then he gradually laughed at 
the idea and thought it really came from the outside. 
Four months later the patient said that he had not 
heard any voices since he was admitted to the hos- 
pital and realized that the voices must have come 
from himself and were giving him advice as to 
how to live and act. 

A. P. “It is my firm conviction that it is nothing 
more than the reflection on the situation. I am quite 
positive it is caused by lack of conversation-oppor- 
tunities to speak to people. If a person doesn’t have 
the opportunity to speak to someone he will speak 
to himself. To speak is a natural desire; when that 
desire is suppressed it must come out some way 
or another.” 

W. K. “It’s something inside my head, maybe 
just my memory. It seems like someone is talking 
to me or I am talking to myself. It wasn’t that 
way before, this way it is a train of thought.” 

M. L. Dr. Gould (author): “What happened 
to the noise you heard?” Patient: “After I came 
home the second time they started bothering me. 
I told them to stop bothering me because I didn’t 
want to be that way any more. It was God’s way 
and I was relieved of that. I thought they were 
really voices but it was really myself thinking to 
myself. At first I thought it was somebody talking 
to me.” Doctor: “You heard it like a real voice?” 
Patient: “Yes.” Doctor: “How could you hear 
it?” Patient: “I was so nervous I could hear it. 
It was imagination.” Doctor: “If you were only 
thinking, how could you hear it?” Patient: “I had 
been so nervous I could think I could hear it. I 
heard voices and talked back to them. J was talk- 
ing out loud, but to myself instead of thinking. I 
think it was myself talking to myself.” Doctor: 
“How loud were the voices?” Patient: “Just loud 
enough to hear myself say it—not real loud—just 
out loud; kind of whispering-like to myself.” Doc- 
tor: “More like whispering?” Patient: “Yes, in- 
stead of thinking about it. Yes, thinking out loud 
enough to whisper.” 


goes on to 


Awareness of Origin of Voices —Some 
will identify the voices with their own 
thoughts. 


R. B. Admits that in the summer of 1938 when 
out in the field one day he heard voices say, “Where 
are you going and why are you walking?” He says 
they were really his own thoughts. 

R. K. A letter from his mother states that he 
mentioned a voice once that made him shout. He 
explained to her that the voices were only thoughts 
and memories. 

T. G. Patient would complain that thoughts would 
wander into his head. He denies that they were 
voices. Later he admitted that the voices bother 
him a great deal. 

W. K. Patient says now that the experience 
of hearing his own thoughts is gone now. He thinks 
they were probably due to his own thinking and 
he simply pushed them aside. 

L. M. “The last time when things were hooked up 
[electronic amplifying system] it seemed to be what 
I was thinking. You can hear quite a bit of con- 
versation about the complex.” (Superiority com- 
plex of the other patients that L. M. had been 
speaking about.) 


Neuromuscular Activity and Voices.— 
The close relationship between voices and 
mental (neuromuscular) activity is shown 
here. The repetition of the end of a sentence 
constituting the “echo” in the verbal hallu- 
cination is identital with that found in emis- 


sive loud speech (see J. C. under emissive 
speech. ) 


K. N. (Diary.) “April 12, 1947 example of 
woman’s voice following my reading in this in- 
stance not my thoughts, just my mind’s mechanical 
repeating of my reading. 4:30 a.m. After falling 
asleep on top the bed with my clothes on, I awoke 
up about 4:00 a.m. I laid down for a few minutes 
because my eyes were flickering so much I couldn't 
concentrate them and my left eye actually flut- 
tered. I made a cup of tea and, while sipping it, read 
the headlines of a New York Times. Being really 
only half awake I was hardly aware of what I 
was reading, when I suddenly noticed an echo in 
rather vehement tones, it was the last few lines of 
a headline I just read; so I glanced back at this 
particular headline and saw that it was, ‘Taft ad- 
vocates United States withdrawal from the U. N. 
atom plan.’ Sub-heading read, ‘He asserts control 
proposal will undermine security and asks for re- 
vision.’ It was ‘security and asks for revision’ that 
I heard repeated so emphatically and these words 
were echoed in someone else’s voice, a woman’s, 
but not mine. I was skipping the rest of the article 
and going into another when my attention was 
called to this act or procedure.” 


Identity of Talk and Thought.—The fol- 
lowing not only exemplifies the relationship 


|__| 
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between phonisms, neuromuscular activity 
(talk), and thought, but also the possible role 
played by imitation in the production of dif- 
ferent kinds of voices. 


K. N. (Diary.) “Cooking at gas stove 3: 30 
p. m. I was thinking and inwardly expressing my 
thoughts with an Italian accent. I have done this 
and sometimes use a French accent or English ac- 
cent just for fun and especially since I know my 
own thoughts are being lifted and checked; Wo- 
man’s voice, ‘Why don’t you talk the way you 
know how, K—N—?’ They insist upon using or 
substituting the word talk for thought.” 

(Diary.) “They have influenced my thoughts to 
make them seem Scotch or Irish. If I am reading 
things relating to Scotch or Irish they have fol- 
lowed my thoughts and almost made me imitate 
the voice of Katherine Hepburn and Blondie’s hus- 
band Dagwood. They read just like him. I only 
saw him in the movies once and heard him on the 
radio once in my life and have forgotten what he 
sounded like, but they reminded me.” 


Proprioception.—Proprioceptive sensa- 
tions are experienced from automatic activ- 
ity of the vocal organs. It is important to 
note that the patient J. A. (see below) ex- 
perienced the voice in his mouth first and 
then in the head (ears). 


K. N. (Letter to Cardinal S.) “With these 
pictures they use a broadcast voice that is more an 
expressed thought broadcast than an actual voice. 
It is the vibration from the larynx and when you 
receive them you almost seem to feel them as 
much as hear them.” 

K. N. (Diary.) “My tongue seems to be beating 
out messages, reminding one that the man’s voice 
via the thought influence told me ‘we'll make a 
telegraph station out of you.’” 

K. N. (Letter to H. R. L.) “All the time that 
I have been trying to check on this set-up my eyes 
and tongue have been manipulated by remote con- 
trol making it difficult to read or write.” 

E. B. “It affects your ears and comes out of 
your mouth all the time.” 

J. A. “I feel the vibration like from the words 
just above the tongue. Sometimes inside where 
the brain is, sometimes over here (larynx), some- 
times where the heart is, but mostly inside the 
mouth. It’s in the mouth and then I hear it in 
the head part; after it was said I heard it in the 
ear. It just said ‘hello.’” 

G. R. “Two of them down the river talking in- 
side of me. Down here along the voice nerve.” 
(Points along the front of his neck.) “It’s the 
same as you talk to yourself. You can feel it 
inside, same action; when they talk inside they 
bother, it’s a rotten feeling.” 

“T heard a woman’s voice coming right through 
me. It felt as though it was coming out of my 
mouth. I could feel it through the air passages 


(points to the larynx) ; and I could hear it through 
my mouth,” 

“Somebody is attacking me and my lips move.” 
Patient asks the investigator to touch his lips. 
“Did you feel it then?” 

E. V. When asked if she actually hears the 
voices she replies, “It might be produced in my 
own throat.” 


One hallucinating patient definitely related 
her proprioceptive sensations in her throat 
to her thoughts. 


N. C. “What would be working in your head is 
down here” (points to the larynx); and in here” 
(points to her epigastrium). 


Automatic activity of the vocal muscula- 
ture may interfere with attempts to speak. 


H. P. “A new and interesting conversation would 
come up and there would be so many voices that 
I could not talk. I always was able to realize 
what I wanted to say, but on account of the inter- 
ference I could not.” 

L. M. “Sometimes when I go to talk some- 
one else is on the wire; the words hit together. 
When I go to talk someone else is there to talk. 
It seems as though there are two people trying to 
talk from the same voice box.” 

J. A. “When I try to open my mouth and say 
a paragraph they throw out one, two, three para- 
graphs all day long.” 

G. R. “They bear down on my nerves in front 
and interfere with my talking.” 


During voluntary speech automatic activ- 
ity will be absent. 


K. N. (Diary.) “This proves they can time 
your thought beats; they cannot manage it when 
I read aloud. I read aloud and it stopped because 
my influence on sound waves was stronger than 
theirs!” 


Evidence from Objective Observation.— 
Sometimes the whispering and activity of the 
vocal organs is noted by others. The first ex- 
ample illustrates also the habit of talking on 
inspiration and of repetition (see echo). Its 
significance will be pointed out below. 


F. L. Letter dated October 9, 1036 from the 
Police Department of Putnam, Connecticut. “She 
also has the habit of repeating to herself sentences 
on the intake of the breath with hardly any motion 
of her lips in close imitation of a ventriloquist. In 
fact, I asked her if she ever practiced the art, but 
she claimed she had not.” 

E. F. She frequently has been seen to adopt a 
very definite listening attitude and her lips move 
as though in reply to auditory hallucinations. She 
admits auditory hallucinations chiefly of an accusa- 
tory erotic nature. 
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A. P. Patient on admission to the ward ap- 
parently hears voices as he was talking in a 
whispering voice. 

M. B. Doctor: “Do your lips move when you 
hear these voices?” Patient: “Yes, they move, 
I talk to myself.” Doctor: “Is it like ordinary 
talking or is it like a whisper?” Patient: “More 
like a whisper.” 

M. S. Patient seemed to respond with inaudible 
movement of the lips to these hallucinations. 


The identity of automatic speech to 
verbal hallucinations was unquestionably 
shown in the case of the patient L. M.(3). 
She exhibited almost continuous, involun- 
tary, faint whispering accompanied by move- 
ments of the floor of the mouth. Upon elec- 
tronic amplification there was found marked 
correspondence in content and character of 
the subaudible speech to the “voices” as re- 
ported by the subject. Automatic speech 
from time to time varied in distinctness 
and intensity and was different in empha- 
sis, quality, rhythm, and rate (being about 
twice as fast) from her voluntary whisper 
and speech. The inspiratory and expiratory 
phases of respiration employed in speech 
production * corresponded to the two voices 
she stated she was hearing. Proprioceptive 
sensations from the vocal organs were at- 
tributed by the patient to the verbal hallu- 
cinations. Upon administration of sodium 
amytal followed by caffeine sodium benzoate, 
both intravenously, loud whispering at the 
normal rate was followed by faint whisper- 
ing at twice the rate. The latter was again 
interpreted by the patient as voices. 

Automatic Nonverbal Oral Sounds.— 
Other involuntary sounds may be produced 
orally. O. D. made a clicking noise appar- 
ently with her tongue. She stated, “I had 
enough, nine to ten years of hearing those 
news, the noise in the mouth.” She flipped 
her fingers together to demonstrate. She 
denied participation. 

The snapping oral sound made by L. M. 
and heard by the examiner on electronic am- 
plification corresponded exactly with that 
heard by the patient as a foreign noise. She 
remarked, “I get a snap and a click in the 
back of my neck. I could feel it pull in the 
muscles in front.” Later she stated, “When 


2 Note that this characteristic is present also in 
emissive loud speech. 


it starts to scrape like that, it means they are 
going to pull the current out.” 

Whispering Quality of the Verbal Hallu- 
cination.—That the phonism is experienced 
usually as whispered is statistically demon- 
strated by the fact that of the 26 patients 
who were questioned, 24 stated that it was 
a whisper or in the distance, whereas 2 said 
it was loud or shouting. Following are ex- 
amples of responses: 


J. T. “Once in a while I hear voices that come 
to me from a distance. They start talking in a 
whisper like.” 

G. H. “Voices come from away off in the dis- 
tance through the air.” 

J. A. “I should call it pretty faint some of the 
time.” When asked to talk how it sounds to him 
he says, “I have to whisper.” 


G. R. “It’s a little above a whisper.” 

N. S. “I am hearing things in the distance 
again.” 

N. P. Patient stated she could not stand the 
whispering. 

K. N. (Diary.) “Also I told him someone was 


sending television pictures along with whispered 
or thought propaganda.” 

S. H. Says she hears them outside her building 
at night. “The voices are whispering, ‘She’s up 
there, we'll get her, we'll get her, we'll take her 
back to prison.’ ” 


The verbal hallucination may have such 
low intensity that it is unintelligible to the 
percipient. 


K. N. (Diary.) “Many times when I have been 
thinking such thoughts as I had just now, when I 
put a small board for cutting vegetables away— 
I thought, ‘I don’t think I used that, I guess I'll 
just put it away’, instantly a man’s voice asked 
the important question: ‘Did she?’ The answer 
was a murmur but other times if I was in the least 
doubt a snotty woman’s voice would say, ‘You did 
too use that, K—N—!’” 

(Diary.) “Upon reading the paper the other 
day I read something about some movie actress. 
Woman’s voice instantly, as I thought—‘she is 
good looking.’ Woman's voice, ‘she is not good- 
looking, she’s —’ here a man’s voice interrupted and 
she said aside evidently to him, ‘Well. I’ve seen 
her and she’—her voice dwindled off.” 

(Diary.) “Woman's voice mumbled something 
I did not hear.” 

N. S. “You hear the voices, they are a mumble, 
they must be distinct to some people and mumble 
to me.” 

C. L. Patient says he heard all sorts of noises 
and mumbling. “It was like speaking but it was not 
so clear that I could understand it.” 

G. R. Patient interrupts by saying that somebody 
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was talking. “All I could get was penis. There was 
something else there but I couldn’t get it.” 

L. L. “I can still hear them if they talk fairly 
low. There were times when it wasn’t loud enough 
and I couldn’t tell what they was saying.” 


Neuromuscular Tension.—The presence 
of tension in the psychotic is well known. 
That it may be related to the onset of the 
verbal hallucination is shown by the follow- 
ing: 

A. P. Has been very nervous for the past four 
or five years. With the draft he became so nervous 
he could not eat but just sat and thought, he had 
been rejected. Two weeks ago he was awfully 
sick with pains in the abdomen, he continued to be 
agitated. During the last two days at home he heard 
voices. 

M. D. Recently her boy-friend jilted her and 
she was very upset. Since then she has apparently 
heard voices telling her that she ought to die. 

F. H. Patient became frightened and excited and 
ran away when the authorities discovered her illegal 
acts of abortion. During the period of trial and fol- 
lowing she was confused, bewildered and did not 
know what was happening. Felt that everyone was 
talking about her and became panicky. At the State 
Farm she was extremely tense and nervous and 
would shake almost constantly. Following this 
she complained of hearing voices. 

E. R. Hears voices only “when I am at my 
wits end.” 


The verbal hallucination may in turn pro- 
duce marked tension. 


K. N. (Diary.) “Wanting to get rid of the never 
ending persecuting, prostituting, illegal, sleep rob- 
bing bastard, I answered being helpless because 
the son of a bitch was not in sight where I could 
smash him with something. So my night’s rest 
was disturbed and my nerves were worked on and 
my feelings ruffled and I was bothered by these 
lousy bastards!” 

P. F. Six months before admission he started 
to hear voices calling him bad names and cussing 
him continually which put him in a state of panic. 

P. M. They kept saying he was insane and he 
became very angry about it. While in New York 
he jumped from the fourth story to get away from 
these voices that were bothering him. 

K. L. He believes it (electric waves) is a 
Philco radio. It affects his hands and body and 
keeps him constantly stirred up. 

W. K. “I don’t know if it was a voice or some- 
thing went to my head, it scared me.” 


Emissive Speech.—Fifty-nine percent of 
the patients under investigation talked out 
loud, whispered audibly, muttered or mum- 
bled to themselves. Some patients denied 
participation ; others declared their speech to 
be compulsive. 


W. K. “I was going to bed and couldn’t help 
talking to myself. I said nothing of importance.” 

M. J. Observed at times talking to herself denies 
hallucinatory experiences and even denies that she 
is talking to herself. 

A. K. Mutters rapidly to self, denies that anyone 
was talking to him and said that he was talking to 
nobody. 

J. C. When the patient is asked why he talks 
to himself he answers, “How can I be talking to 
myself.” 

J. F. Patient talks to himself. When questioned 
with regard to this says, “I haven’t been saying 
anything, somebody has been talking through me. 
They say I have no faith in anything.” 

E. V. Stated that once he made her say out loud 
a very filthy thing. 

Study of emissive speech and speech be- 
havior revealed the following characteristics: 
Loud talk was followed by faint whispering 
and by indistinct sounds (O. M.). In the 
case of J. P. (disc recording) talk was fre- 
quently immediately followed by whispering ; 
there was whispering on inspiration; there 
was change of voice quality. Patients J. C. 
and F. K. while talking to themselves fre- 
quently repeated the last words of the sen- 
tence in a whisper. 

J. C3 “You know wintry like—trying to get 
the man down—the mouthpiece (mouthpiece). It’s 
like providence—there ain’t nobody with two teeth— 
yeh the wave anyway—the waves are too loud (the 
waves are too loud). Let’s see what else—He 
might take you away—evening (yah evening)— 
laboratory—Novert Avenue (Novert Avenue). 


The following is a report of change of 
voice quality and imitation in loud speech. 
H. O. Patient occasionally talks to himself in a 


high squeaky voice and in an affected manner as 
though he were trying to imitate a foolish girl. 


Hallucinatory Experience during the Hyp- 
nagogic State-——During the hypnagogic state 
verbal hallucinations may become particu- 
larly troublesome causing patients to become 
disturbed and noisy. The records of 17 of 
the 84 patients studied noted that the patient 
was noisy at night. 

C. O. Appeared to be bothered mostly at night 
when the voices wouldn’t let him sleep. 

E. V. “Talks about a man in Hartford who has 
a peculiar ability. His brain has two sensory 
nerve centers, one floating, who can communicate 
with her from a distance. Kept her awake at 
night.” 


8 Parts in parenthesis indicate repetition in a 
whisper. 
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“And I couldn’t sleep at night because of his me. She would broadcast what I was looking at. 
talking.” One summer night I was talking to somebody from 
A. P. Frequently jumps out of bed, runs the the submarine base down the river. I banged on 


length of the ward, and screams at the top of 
his voice. 


Thought Detection—Some patients com- 
plain that their thoughts can be heard by 
others or are being broadcast. 


A. N. Patient complains that a radio inside his 
body sends his thoughts and reactions out into the 
radio world. 

C. N. He has the idea that he can broadcast his 
thoughts and this is picked up by other patients 
and is being used. 

S. B. Complains of “incessant talking in the 
mind.” States her own mind can also be heard. 

L. L. “If I was thinking of a person or whatever 
happens it would come into my thoughts; like I 
would be thinking to myself that I'd be taking a 
trip to California; immediately afterward I would 
hear somebody say, ‘He wants to go to California.’ 
I have heard it so many times it can’t be wrong.” 

K. N. (Diary.) “My biggest objection to thought 
detection of this sort is that they can hear all of 
your thoughts but you can only hear what they want 
to say to you and this is usually a reprimand or 
criticism or a cursing.” 

C. V. In 1942 patient stated, “Mr. C. used his 
strange power after meeting a person by which he 
could connect with another person’s life and talk 
to them at a distance.” She wanted him arrested 
because he had all her life and she had none of his. 
In 1947 patient stated ““When I was in the Hartford 
Retreat I said to Mr. C., ‘You must have all of my 
life. You know all my thoughts.’ He has a thought 
reader’s brain. He took a life and read it.” 


The Echo Phenomenon.—The patient may 
feel that someone is repeating or echoing 
whatever he is thinking, reading or writing. 


K. N. (Diary.) “Then I told him someone 
seems to be listening to and copying everything 
I thought, read or wrote.” 

N. B. Admits he heard voices 3 days prior to 
admission. They repeated everything he said. 

A. P. “If I happened to be in the dining room 
and happened to be thinking of you I hear the same 
thing that I would be saying to you.” 

G. R. “When I say hello to myself, somebody 
repeats it.” 

“Just to shake him I would act like a rooster 
inside of me and he would repeat it because of 
his connection. If I used the word caw inside of 
me he would repeat that, and the word quack quack 
he’d repeat that too. He has found a way to con- 
nect and disconnect.” 

“That woman down the river, she could see 
through me. I would look at something and she 
would read it. The first time was in 1939 when I 
was reading the sporting news of the Norwich 
Bulletin I could feel the force trying to break into 


the floor five times and asked how many times did 
I bang and he said five times. I don’t know whether 
he could see through me or he had a _ sound 
detector.” 


N. S. “The voice that comes from the box on 
the wall (loudspeaker) can hear every word you 
say and even repeats and answers your own 
question.” 


L. L. “I’d hear them repeat the very same thing 
I was thinking of.” 


R. J. “When I start to write a letter I miss 
my words. I am writing one thing and he is trying 
to spell whatever I write down. To be pestered 
like that throws you off course. You can’t attend 
to business.” 


Results of Experiment.—On auscultation 
over the larynx of patients experiencing ver- 
bal hallucinations there was usually heard 
during expiration, and in some cases also 
during inspiration, a characteristic change in 
respiratory sounds(3). 

In the case of patient K. N. the sounds be- 
came intensified while she was thinking a 
song. Her subjective thinking was that she 
might have sung a little to herself. Imagined 
delivery as Lincoln of his Gettysburg address 
produced not only a definite alteration in the 
respiratory rhythm but also a change in 
quality of the sounds.* Once during an in- 
terview she remarked, “When I’m thinking 
I get a sort of lisp with words that begin 
with “S,” almost like a stutter. It’s because 
of my teeth ; the jaw swings on the left side.” 

The electromyogram of the vocal organs 
of K. N. at rest showed a sustained poten- 
tial of 27.5 microvolts.’ When she was think- 
ing a story and imagined lecturing on hair- 
dressing the muscle potential increased to 
66.0 and 50.5 microvolts respectively. 

With the patient L. M. resting the electro- 
myogram of the vocal organs showed a sus- 
tained potential of 27.5 microvolts. When 
she imagined hearing her husband calling 
her and hearing someone recite a poem, it 
was 66.0 and 55.0 microvolts respectively. 
She remarked, “I could imagine my husband 
calling me in Spanish ‘Louise.’ ” 


4 This is the same patient who complained that 
“they” almost made her imitate the voices of 
Katherine Hepburn and Dagwood. 

5 This is characteristic of a very large number 
of patients who hear voices(4). 


116 VERBAL HALLUCINATIONS 


AS AUTOMATIC SPEECH 


_lAug. 


DISCUSSION 


That the verbal hallucination is automatic 
speech has been proved in the following man- 
ner:® Patients have admitted that they were 
talking to themselves or were hearing their 
own thoughts. Some identified thinking with 
talking. Some experienced voices issuing 
from their mouths or throat; many felt pro- 
prioceptive sensations from involuntary ac- 
tivity of larynx, mouth, tongue, or lips ac- 
companying the verbal hallucination or the 
thought. A few patients reported that this 
activity interfered with voluntary speech. 

There is also objective proof of automatic 
speech. Involuntary movement of organs of 
speech and in one patient ventriloquist-like 
behavior’? have been observed by others. 
Misinterpretation as voices by a patient of 
her automatic, almost continuous faint whis- 
pering was demonstrated by the author. 
Other nonverbal oral sounds produced au- 
tomatically were also interpreted as foreign. 

Accepting then the concept that patients 
were hearing their own automatic speech, we 
should expect that proprioceptive sensations 
from activity of the vocal musculature will 
precede audition and that hearing will fol- 
low thinking. This was found to be true. 
For example, J. A. (see above) experienced 
“vibration” in the mouth and then heard it 
(voices) in the head. In the echo phenom- 
enon there is an interval between the 
thought and audition of the same thought. 

Consideration of the significance of the 
whispering quality of voices and of vocal 
neuromuscular hypertension leads to the fol- 
lowing explanation of the origin of speech 
autonomy and of the verbal hallucination. 

It is a known fact that various muscular 
regions participate in mental activity(6-8). 
Slight activity of the vocal musculature ac- 
companies inner speech during thinking(9). 
During concentrated thought this activity is 
augmented and may actually produce audi- 
ble whispering(10, 11). The psychotic per- 
son under tension has hypertension of his 
neuromuscular speech mechanism(12). Since 


6 This summary of supportive evidence is com- 
posite since all data were not obtained from each 
patient. 

7It is interesting to note how similar in certain 
respects automatic speech behavior is to ventrilo- 
quism (e. g., tension of the vocal organs) (15). 


it is in many persons a habitual accompani- 
ment to thought, the now augmented sub- 
vocal speech functions automatically. Whis- 
pering speech or intensified subvocal speech 
is produced(10, 11, 13). The patient, usually 
unaware of self-production, misinterprets 
his own speech as an intrusion of alien 
speech or “voices.” He is not repeating 
his verbal hallucinations ; he is either hearing 
his own automatic whispering or is experi- 
encing the auditory representation of speech 
produced by intensified motor impulses aris- 
ing from hyperactivity of his vocal muscu- 
lature during thinking(14-16). 

The clarity of the verbal hallucination 
appears to be determined by the degree 
of neuromuscular hypertension, central and 
peripheral; low tension producing faint or 
mumbled sounds. High tension produces 
loud emissive speech(24). The relation be- 
tween the variations of speech intensity and 
the verbal hallucination is demonstrated by 
the observed transition of subvocal into 
emissive speech and the reverse, by the ex- 
perimental production of involuntary audi- 
ble speech immediately following subvocal 
(subaudible) speech(3), by the large num- 
ber of hallucinating patients who talk out 
loud to themselves, and by the characteris- 
tics common to both subvocal and emissive 
speech, of repetition, imitation, change of 
voice quality, and production on inspiration 
as well as expiration. That the degree of 
speech intensity also corresponds to succes- 
sive stages in speech development will be 
shown later. 

The following factors are responsible for 
the perpetuation of general tension, the hy- 
pertension of the vocal musculature, and of 
the hallucination: * the self-sustaining char- 
acteristic of tension(12), the lowering of 
the auditory threshold by attention directed 
to the voices(I, 20, 22, 30), the reaction 
to sounds(14), the special significance of 
human voice(22), the strangeness and re- 
ality of the experience(1), the necessity of 
explaining and counteracting(1, 19, 22), the 
egocentricity resulting from the ego admoni- 
tions(12, 21), the persistence of the patient’s 


8 In practically all the hospital cases studied ver- 
bal hallucinations continued at least during the 
entire hospital residence. The average duration 
for 46 patients was 14.67 years. 
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problems acting as a stimulus situation(12, 
24, 31) and the emotion-provoking character 
of the hallucination(21, 25). 

On the basis of our concept, certain char- 
acteristics of the hallucinator can now be ex- 
plained. Noisy behavior at night appears to 
be a reaction to disturbing material brought 
sharply into the focus of awareness by 
speech autonomy during free associations of 
the hypnagogic state(18, 19). The complaint 
of hearing an echo of his thoughts or of his 
reading, complaint of “thought detection,” 
of thought broadcasts, of others knowing his 
“life” ° arise from hearing the patient’s own 
emotional thinking. Experience of involun- 
tary activity of his vocal organs alone, or 
together with voices giving orders, results 
in ideas of being manipulated in other ways, 
such as in change of position during sleep, 
and so on (patient G. R.). Powerless to in- 
fluence his speech autonomy, the patient de- 
velops ideas of reference, makes attempts at 
counteracting, implicates his other senses, 
and becomes involved in an ever-growing de- 
lusional system. 

The experimental production of increased 
activity of the vocal organs of one patient to 
imagined speaking and of another to im- 
agined hearing would appear to indicate not 
a good capacity for auditory imagery, but 
much more likely marked responsiveness of 
the neuromuscular speech mechanism. This 
may be related to lowered threshold from 
emotional tension. Also certain personalities 
may normally have a greater motor compo- 
nent of mental activity than others. Further 
study including employment of normal con- 
trols is indicated. 

Verbal hallucinations in the nonpsychotic 
(25), in children( 26), and as the only symp- 
tom in psychosis(27) can be explained on 
the basis of emotional reenforcement of the 
psychomotor mechanism of speech resulting 
in “thoughts out loud.” 

The reason for the existence of a speech 
mechanism that may escape voluntary con- 
trol can be found by tracing the development 
of resonant speech expression. 


® The feeling of “loss of ego boundaries”(17) is 
not a primary symptom but results from perception 
of automatic speech. The patient believes that, 
since he can hear his own thoughts presumably 
spoken by an “alien” voice, others can also. 


The active function of language in child- 
hood is first directed to the external world 
in the form of loud speech(28). But the 
child’s natural tendency to think out loud *° 
is suppressed because of environmental and 
educational requirements and by the neces- 
sity of allowing speed and precision in the 
thinking process. However, the use of loud 
speech during reading is still required by the 
young child in order through audition to fa- 
cilitate understanding(30).' Later, whis- 
pering or lip movements are employed. This 
is followed by the turning of speech toward 
his inner world and the production of inner 
speech, which, with the growth of the ability 
to understand, is pushed more and more into 
the background. Thus the phonetic structure 
of speech is increasingly dematerialized to 
meet environmental and biological needs. 
But the motor component continues to oper- 
ate to a greater or less extent depending 
upon maturity of thinking and the individual 
reaction pattern of inner speech, which 
varies from noticeable articulation to very 
slight activity of the vocal musculature. 
Where verbal hallucinations are experienced, 
the process of resonant speech development 
has been reversed; inner speech becomes 
externalized and whispering is produced. 
Since this is an automatic mechanism, the pa- 
tient has no awareness of participation, and 
speech heard is considered an intrusion. 
Further regression leads to loud emissive 
speech shown to be characteristic of a very 
early stage of speech development. 

Early forms of speech expression and im- 
mature behavior provide the basis for cer- 
tain characteristics of the verbal hallucina- 
tion(32). Imitation and speech on inspira- 
tion appear to account for the various types 
of voices heard. Repetition of the last words 
of a sentence produces the echo phenomenon. 

This study has emphasized the importance 
of two factors in psychoses exhibiting verbal 
hallucination: (1) return to a nonsocial form 
of speech expression (egocentric speech) as 
a manifestation of social regression, and (2) 
perpetuation of a state of tension in the 


10 Note how Jonathan Lang wrote of his 
“thoughts out loud’(15, 16). 

11 More study should be done on the relation of 
hearing to speech. 
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neuromuscular mechanism of speech as part 
of the general tension. 

On the basis of this presentation, the value 
of a planned program of therapy directed to- 
ward a reduction of tension both local and 
general, and toward a return to social living 
becomes more obvious. It is therefore sug- 
gested that, in addition to psychotherapy, oc- 
cupational therapy, and so on, there be in- 
corporated in the daily program exercises in 
progressive relaxation(7, 33) and training 
where possible in the correct use of the or- 
gans of speech as in speech training and in 
singing, privately and in groups.’* These 
will aid not only in reduction of tension 
both general and local, but will also help to 
return the patient to social living and restore 
to him his social form of speech, the true 
“currency” of his mind. 


SUMMARY 


The verbal hallucination can be explained 
on the basis of known physiologic and psy- 
chologic principles. It is primarily a disorder 
of speech and not one of perception. Hy- 
peractivity of the neuromuscular mechanism 
of speech and reversal to a former habit 
of speech expression produce an autonomy 
which the patient is powerless to influence 
and which he fails to recognize as belonging 
to his ego. The characteristic effects of sound 
and of the human voice, the factors of atten- 
tion, preoccupation, and egocentricity, the re- 
actions to “alien” speech, and to influence by 
“others,” the need to explain and counteract 
—all augment an already existent vocal hy- 
pertension and perpetuate speech autonomy. 
Certain characteristics of the verbal hallu- 
cination can be explained on the basis of 
other former habits of speech expression and 
immature behavior. Preliminary research 
indicates facile participation of the halluci- 
nating patient’s own speech mechanism dur- 
ing imagined speaking and hearing. Ther- 
apy should be based on reduction of focal 
and general tension and on restoration of the 
social function of speech along with educa- 
tion in social living. 


12 Preliminary attempts to obtain therapeutic 
benefit by revealing self-production were unsuc- 
cessful; conviction of foreign influence was too 
great. 
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TRANSORBITAL LOBOTOMY IN INSTITUTIONAL PRACTICE 
CHARLES H. JONES, M. D.,' Sepro-Woo..tey, WaAsn. 


AND 


JAMES G. SHANKLIN, M.D.,? Forr Sremacoom, Wasu. 


The technique of transorbital lobotomy 
as revised by Freeman(4-6) has been util- 
ized widely. It is one of the most recent of 
a great number of modifications adopted 
since Moniz(15) proposed prefrontal lobot- 
omy as a rational operation on the intact 
brain for the relief of psychoses 13 years ago. 

Many of the early studies stimulated by 
the work of Moniz have contributed greatly 
to this later development. As early as 1937 
Fiamberti(3) investigated the psychosurgi- 
cal possibilities of the transorbital approach 
to the frontal lobes. He tapped the ventricu- 
lar needle of Dogliotti(1) through the supe- 
rior orbital plates and then divided the frontal 
white matter with a Moniz leucotome or 
injected alcohol or formalin. Apparently 
Fiamberti was influenced by accounts of the 
intracerebral inoculations of malaria, and 
particularly by the report of Mariotti and 
Sciuti(14) who used both the transorbital 
and trephine methods to implant febrile ma- 
larial blood into the frontal lobes. Fiamberti 
performed transorbital lobotomy on 10 
chronic patients regarded as incurable and 
stressed its simplicity and safety rather than 
the effects on behavior. 

In 1946 Fernandez-Moran(2) reported 25 
operations on 21 patients. Although the 
majority were chronic cases, he emphasized 
the difference in their postoperative states as 
contrasted to those produced by standard 
trephine procedures. Also he was impressed 
by the ease with which the transorbital tech- 
nique permits the operator to place the lesion 
uniformly in the same plane, regardless of 
the shape of the cranium. In respect to the 
precision of the operation, he remarks, “In 
an organ like the cerebrum, whose exterior 
morphology remains relegated to a second 
place for function, the special location of a 
lesion based on geometric references gains 


1 Superintendent, Northern State Hospital, Sedro- 
Woolley, Wash. 

2 Staff physician, Western State Hospital, Fort 
Steilacoom, Wash. 
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equal value as a method where the lesion is 
practiced under direct visualization.” 

It is not surprising that Fiamberti’s 
method of transorbital lobotomy failed to 
obtain an early or widespread acceptance. 
For during the early years of psycho-surgery 
the average investigator was hesitant to oper- 
ate on any but the most .extreme or deteri- 
orated sort of patient, the type that was 
gradually shown to respond poorly, even to 
the more extensive procedures. In a survey 
of 331 cases, Freeman and Watts(8) com- 
ment on some failures of prefrontal lobotomy 
in chronic illnesses. 

The energizing emotional force in the psychosis 
must be cut down sufficiently to allow the other as- 
pects of the personality to escape from dominance by 
the psychotic process. Prefrontal lobotomy fails in 
deteriorated cases largely because the operation 
cannot be carried out sufficiently far posteriorly to 
interrupt the psychosis without at the same time 
extinguishing those emotional factors that make 
for satisfactory adaptation in a normal social en- 
vironment. 


It gradually became apparent also, that in 
successful cases the degree of improvement 
was influenced directly by the extent to which 
the lesion was placed anterior to the plane of 
the coronal suture. Many experienced in 
psychosurgery came to realize that the most 
opportune time to perform an operation in 
a severe illness was early in its course, before 
emotional deterioration and personality disin- 
tegration occurred. 

Freeman sought to evaluate Fiamberti’s 
simplified procedure in respect to the later 
developed refinements in case selection. This 
was done in an attempt to provide a therapy 
for patients with unfavorable prognoses in 
whom an extensive lobotomy might not be 
warranted. After cadaver studies he sub- 
jected 10 patients to his modification early 
in 1946. Two-year follow-ups showed that 
6 of the 10 were fully restored and only I 
was hospitalized(4). Fiamberti’s experience 
that the operation could be performed safely 
by the psychiatrist was corroborated by Free- 
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2.—Cadaver with calvarium and brain removed showing the geometrical precision with which the 
instruments can be placed. (Photograph by Albert Scott.) 
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Fic. 3—Photograph of Case 28 showing the seating of 
(Photograph by Albert 


Fic. 4.—Photograph of Case 28 showing the instrument with the 7-cm calibration even with the uppef 
eyelid. A second leucotome held above gives an indication of the position of the tip of the first. (Photo- 
graph by Albert Scott.) 
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man’s operation of without 


fatality(5). 


cases 


ANATOMICAL STUDIES 


Early in Freeman’s work in prefrontal 
lobotomy with Watts, the technique of Moniz 
was abandoned in favor of one in which 
a simple linear division of white matter 
was made(g). Therefore, in investigating 
the transorbital technique he tried to find 
an instrument that would effect a simple 
division and would be capable of penetrating 
the orbital plate. 

A number of instruments were tested on 
cadavers, but most of those available made 
of surgical steel were found to be rather 
unsatisfactory. They seemed to make too 
large an opening in the orbital plate, and 
occasionally fragments of bone were broken 
off with injury to the dura. Less substantial 
instruments such as spinal needles often 
failed to penetrate the bone and they had 
the tendency to become distorted. Finding 
the common ice pick the most adaptable of 
all instruments tried, Freeman collaborated 
with Mr. H. A. Ator * to design the Freeman 
transorbital leucotome (see Fig. 1). 

The shaft of this instrument is only 4 mm 
in diameter. Therefore, the openings made 
in the domes of the orbital vaults are quite 
small. These openings are well away from 
the frontal and ethmoid sinuses and the 
attachments of the musculature of the orbit. 
The precision with which the leucotomes 
can be put in place is demonstrated by Fig. 2. 

The frontal lobe is entered at its base 
about 3 cm from the midline and 2 cm 
behind the frontal pole. The triangular lesion 
produced by the movements of the instru- 
ment extends 4.5-5 cm upward and is located 
anterior to the rostrum of the corpus cal- 
losum. The anterior horn of the ventricle 
is not entered. The possibility of this lesion 
being associated with serious hemorrhage is 
remote due to its location, and due to the 
fact that the round, dull-pointed shaft is 
moved very slowly. When the frontal lobe 
is sectioned along the path of the instru- 
ment, the precise lesion is seen to interrupt 
much of that portion of the thalamic radia- 
tion that projects to Brodmann Areas 9 and 


8 5332 20th St., N.W., Washington, D. C. 


10. Thus studies on the cadaver reveal trans- 
orbital lobotomy to be a highly selective 
operation from an anatomical standpoint. 
The importance of the cortical Areas 9 
and 10 which are undercut by transorbital 
lobotomy has been demonstrated recently by 
Heath and Pool(1o) in their work with 
focal cortical ablations (topectomy) in the 
treatment of psychoses. In brief, these 
workers found that Areas 9 and 10 were 
included in the removal in all cases respond- 
ing favorably ; that a number of patients hav- 
ing the removal of surface areas larger than 
Areas 9 and 10 showed tactlessness, irrespon- 
sibility, and lack of remorse similar to that 
occasionally seen after a standard prefrontal 
lobotomy ; and that these symptoms did not 
occur when the surface removed was limited 
to Areas g and/or 10 or in combination 
with other areas with the total surface being 
less than g and 10. Thus in undercutting 
Brodmann Areas g and 10, it may be that 
transorbital lobotomy is a highly selective 
operation from the standpoint of human 
neurophysiology. However, the results ob- 
tained by topectomy are not inconsistent with 
the concept that all of the frontal cortex 
anterior to the motor region has the same 
function, 1.e., a projection area for the 
thalamo-frontal radiation comparable to that 
of the occipital and temporal cortex(12). 
That the quantitative margin of safety is not 
crossed may explain the fact that transorbital 
lobotomy does not produce the personality 
defects so frequently attributed to the stand- 
ard division at the plane of the coronal suture. 


OPERATIVE TECHNIQUE 


Transorbital lobotomy is characterized by 
its simplicity and safety. No preparation of 
the patient is required other than an injection 
of 1/150 gr. of atropine sulfate to decrease 
oral secretions. Occasionally it is worth while 
to give sodium amytal by mouth to certain 
agitated patients. As the conjunctival sac is 
normally sterile, it is not necessary to prepare 
the operative site. After the assistant has 
applied electroshock twice he places a towel 
over the patient’s mouth and holds his head 
firmly in a horizontal position. With the 
patient deeply comatose from electroshock, 
the operator lifts the upper eyelid with one 
hand and inserts the sterile instrument with 
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the other. This is held at about a 60° angle 
from the horizontal as its tip passes above 
the eyeball to settle easily into the dome of 
the orbital vault. A few limited movements 
and slight pressure are sufficient to seat the 
tip of the leucotome in the periosteum of the 
orbital plate. The handle of the instrument 
is depressed to about 45°, and at this point 
the shaft is carefully lined up parallel with 
the bridge of the nose and is aimed to a 
slight degree in a medial direction (see Fig. 
3). A small leaded mallet is used to tap the 
tip of the instrument through the thin orbital 
plate. The penetration of the instrument is 
arrested when the 5-cm calibration approxi- 
mates the margin of the upper eyelid. With 
the shaft of the leucotome remaining parallel 
to bridge of the nose and the orbital plate 
acting as a fulcrum, the handle is slowly 
moved laterally through an are of about 
55° and then back to its original position. 
Additional gentle tapping is resumed until 
the 7-cm mark on the shaft of the instru- 
ment approximates the eyelid (see Fig. 4). 
The leucotome is kept parallel to the bridge 
of the nose as lateral and medial movements 
of 15° each are slowly made. A slight rota- 
tion helps dislodge the instrument as it is 
withdrawn from the orbital plate. After the 
instrument is carefully removed from the 
orbit firm pressure is applied with a gauze 
pad to minimize periorbital cedema. The 
assistant maintains the anesthesia by an addi- 
tional electroshock, and the operation is 
carried out on the opposite side in the same 
manner. Recently Freeman has been giving 
2 to § convulsions initially and omitting the 
secondary shock(7). 


CASE SELECTION 


As in standard prefrontal lobotomy, pa- 
tients are not selected for the transorbital 
procedure on the basis of diagnostic classi- 
fication. A number of factors must be con- 
sidered in relation to each other. The 
following points were evaluated as far as 
appropriate to the individual patient in the 
74 cases chosen by us for the operation. 

It was determined that each illness was 
of a fixed, malignant nature with a relatively 
hopeless prognosis. This determination in- 
cluded an evaluation of the beneficial effects 


on the patient of other routine therapies 
such as electroshock or insulin coma. Tem- 
porary improvement from the various phys- 
ical methods of treatment was regarded 
as a favorable prognostic sign in respect to 
the contemplated lobotomy. 

The duration of the illness was thought 
important but only when considered with the 
severity of the symptoms and the rapidity of 
the clinical course. As the series grew it was 
found that transorbital lobotomy often failed 
in rapidly regressing catatonic schizophrenics 
even though performed as early as 8 months 
following the onset of symptoms. On the 
other hand, the operation produced striking 
relief of self-perpetuating tension in certain 
cases with moderately severe yet disabling 
symptoms of many years duration. At first, 
Freeman’s suggestion of selecting schizo- 
phrenics whose illnesses were of a year’s 
duration or less was followed. However, as 
the series increased patients who had been 
ill for several years were included. It de- 
veloped that such could be done with benefit 
if one adhered closely to the other criteria 
for selection. 

The physiological components of tension 
were demonstrated in all cases as, hypothet- 
ically, lobotomy is supposed to succeed be- 
cause it decreases tension. A few of the 
disappointments in the present series are 
thought to be due to an inaccurate estimation 
of this factor. 

The premorbid personality of the individ- 
ual patient was carefully studied. Apparently 
a favorable result may be expected from a 
patient who had made an adequate adult 
adjustment prior to an illness of sudden 
onset precipitated by major stress. A dis- 
couraging result usually follows the operation 
of a patient who showed many behavioral 
abnormalities before the gradual onset of an 
illness that had little or no precipitating stress. 
Also, in the latter instance subsequent fail- 
ures in social adaptation may be incorrectly 
attributed to the psychosurgery rather than 
to the evident character defects present before 
operation. 


CLINICAL MATERIAL 


In our preliminary report no evaluation 
of the efficacy of transorbital lobotomy was 
made, owing to the limited period of post- 
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operative observation(12). However, from 
August, 1947, to August, 1949, we have been 
able to follow 52 patients for periods varying 
from I to 2 years. This group of previously 
institutionalized patients includes 13 cases 
from Western State Hospital that belong to 
Freeman’s series. There were 39 patients 
with schizophrenia, 7 with manic-depressive 
psychosis, 2 with agitated depression, 2 with 
obsessive-compulsive neurosis, I with a 
severe mixed type psychoneurosis, and 1 
with involutional melancholia. There were 
36 women and 16 men. The oldest was 67 
and the youngest 16. 

Twenty-eight of this group, including 3 
who subsequently received a standard pre- 
frontal lobotomy, are now carrying on 
outside the hospital. The majority are living 
active productive lives. Most of the men are 
gainfully employed(11) and most of the 
women are keeping house and caring for 
their children. Two have married since the 
operation and 2 have entered university. One 
of the latter has successfully completed a 
year’s work with better than average grades 
including an occasional “A.” 

With exception of a marked diminution 
in the physiological components of tension 
the immediate convalescence from the opera- 
tion is not different from that following 
multiple electroshock. In many successful 
cases a change in the patient’s attitude is 
apparent to himself as well as to the examiner 
as soon as postshock confusion subsides. He 
regards his fears and ideas of reference, 
which may linger for a time, with a non- 
chalant, unconcerned air. One change readily 
noticed by all who come in contact with the 
patient is that he becomes sociable, makes 
friends easily, and tends to be interested in 
the welfare of others. Also as self-preoccu- 
pation decreases the physician may be able 
to establish an effective psychotherapeutic 
relationship with the patient where such was 
previously impossible. 

Although Freeman recommends that pa- 
tients be sent home within a week or Io 
days we have found it worth while to keep 
them under observation for about a month. 
This is particularly advisable for those pa- 
tients having more chronic illnesses. For 
there seems to be a crucial period of about 2 
to 3 weeks following the operation during 


which the initial improvement may fade and 
the symptomatology of the illness return. 
Usually the exacerbation responds well to 
supplementary electroshock. Therefore it is 
worth while to extend the observation period 
until it can be determined whether additional 
electroshock is indicated. 


The patient whose pictures serve as Figs. 3 and 
4 is suitable as an example of a successful result. 
He first received the diagnosis of hebephrenic 
schizophrenia at the age of 16, when he was treated 
in a private sanitarium with electroshock therapy 
with temporary improvement. After commitment 
to Western State Hospital in June, 1943, at the 
age of 17, two courses of electroshock totalling 16 
treatments resulted in improvement sufficient to 
warrant parole in March 1944. He worked on 2 
steady jobs before going back to the hospital in 
March, 1946, because of a return of suspiciousness, 
seclusiveness, irritability, syphilophobia, and re- 
tardation. Two courses of electroshock totaling 14 
treatments and one course of 29 insulin comas failed 
to produce more than temporary improvements. 
When seen prior to transorbital lobotomy on De- 
cember 4, 1947, he showed marked blocking and 
affective blunting. He would laugh and smile in- 
appropriately when attempts were made to talk with 
him. The physiological components of tension were 
present to a marked degree. Following the opera- 
tion he responded promptly to questions and with 
an appropriate affect. He was paroled to his father 
December 20, 1947, after frequent trips away from 
the hospital. For the first 9 months on parole he 
was content to stay close to his father’s home al- 
though he did enjoy going to ball games, fights, and 
hockey games. He ignored suggestions that he 
might obtain a job. Then he withdrew $250.00 
from his bank account on his own initiative and 
went on a trip to Los Angeles. There he supported 
himself for several months by working as a ware- 
houseman for a drug firm. He put money in the 
bank routinely and after becoming tired of South- 
ern California returned home to enter college. He 
is now studying engineering. 


REMARKS 


As the description of the technique indi- 
cates, very little time is required to perform 
the operation. When Freeman first intro- 
duced the procedure to Western State 
Hospital in August, 1947, 13 patients were 
operated upon in a single afternoon. In 
October, 1948, he demonstrated the later- 
developed movement at the 5-cm mark on 
5 patients in slightly more than one hour. 

The simplicity of transorbital lobotomy 
becomes quite evident in light of our success- 
ful operation of 74 cases independently 
following a preceptorship that consisted of 
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the operation of 3 patients each under 
Freeman’s supervision. 

As no fatalities or complications resulted 
it appears that transorbital lobotomy is safer 
than the standard neurosurgical procedures. 
The complication of postoperative convulsive 
seizures has not been observed. 

In giving transorbital lobotomy an insti- 
tutional trial our goals were to determine if 
the operation could be of any practical aid 
in dealing with intractable mental illnesses 
and to assist in the refinement of case 
selection. On the basis of personal bedside 
experience with Freeman’s 18 patients and 
with our 74 it was found that the procedure 
could be valuable in certain chronic patients. 
If the disability is minor although requiring 
chronic hospitalization and if the physical 
methods of treatment have nearly produced 
a recovery on frequent occasions, transorbital 
lobotomy may succeed in spite of the illness 
being of long standing. Also on the basis 
of study of the 92 cases it appears that the 
value of the operation in rapidly progressing 
schizophrenic illnesses of more than a year’s 
duration is somewhat limited. However, it 
often demonstrates a capacity of the patient 
to respond to psychosurgery and indicates a 
favorable prognosis to a more extensive 
operation at a later date. Transorbital lobot- 
omy was performed on several patients early 
in the series on whom a more extensive 
procedure would be recommended now if 
psychosurgery were being considered for the 
first time. 

It may be concluded that transorbital 
lobotomy is simple, safe, and inexpensive. 
In particular it is to be recommended for 
institutional use. 
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THE FREQUENCY OF DRUG PSYCHOSES 
MAX LEVIN, M.D., New York, N. Y. 


In a recent article on “A Statistical Study 
of Psychoses Due to Drugs or Other Ex- 
ogenous Poisons” Dr. Benjamin Malzberg 
(1) has presented figures that seem to show 
that these psychoses are extremely rare. 
Since the literature abounds with articles 
showing that drug psychoses, especially those 
due to bromides and barbiturates, are all 
too common, it is to be feared that Dr. 
Malzberg’s article will perplex its readers. 
What is more, it may beguile physicians into 
underestimating the dangers of these drugs, 
a mistake for which many patients have 
already paid with their lives. It therefore 
seems wise to point out the reason for his 
deceptively low figures. ~ 

Let it be said at once that my criticism is 
not aimed at Dr. Malzberg, but rather at an 
ill-conceived directive of The American Psy- 
chiatric Association that distorts the statis- 
tics of drug psychoses and reduces them 
virtually to nothingness. 

Dr. Malzberg’s figures are those of the 
New York State Department of Mental Hy- 
giene. For the years 1909 to 1947 he gives, 
year by year, the number of first admissions 
for psychoses due to drugs (or other ex- 
ogenous poisons) and its percentage of all 
first admissions. He emphasizes the small- 
ness of this percentage, saying, “They | psy- 
choses due to drugs, etc.] represented very 
small proportions of the total annual first 
admissions, and never reached as high as 1% 
of the total. They ranged from a minimum 
of 0.11% of total first admissions in 1926 
to a maximum of only 0.57% in 1914.” 
Over a period of years they averaged “only 
about 0.2% of all first admissions.” 

This figure, 0.2%, however, is but a mi- 
nute fraction of what other workers have 
found. Investigators have found that bro- 
mide psychoses alone may account for as 
many as three or more percent of all first 
admissions, and this is exclusive of other 
drugs and other exogenous poisons. This 
huge discrepancy, I submit, has resulted 
from the following circumstance. 
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Mental hospitals in the United States and 
Canada employ, for the most part, the classi- 
fication of psychoses of The American Psy- 
chiatric Association, as set forth in the off- 
cial “Statistical Manual’(2). Now the 
Manual, in dealing with drug psychoses, 
says (page 29): 

Cases developing a toxic reaction from the use 
of drugs in the treatment of another form of psy- 
chosis should be reported according to the primary 
psychosis and not as drug psychoses. 


It follows that statistics complying with 
this directive will be meaningless as regards 
drug psychoses, for these cases will be hid- 
den under the label of psychoneurosis (or 
other condition that prompted the use of 
the offending drug). I myself time and 
again have heard physicians at staff meet- 
ings express themselves as follows: “I think 
the patient has a bromide delirium, but she 
took bromide because of a psychoneurosis, 
and the Manual says we must diagnose her 
as psychoneurosis.”’ 

Let us imagine that general hospitals fol- 
lowed such a system. A drug reaction would 
then be indexed under the primary condition 
for which the drug was given. If a man took 
amidopyrine for sinus trouble and developed 
agranulocytic angina, his case would be clas- 
sified as sinusitis. If a woman took it for 
menstrual pain, her case would be classified 
as dysmenorrhea. A group of cases of 
agranulocytic angina from amidopyrine 
would be indexed under many different 
headings, but not under “toxic reactions to 
drugs”! Under these conditions the hos- 
pital’s annual report would be useless to 
anyone making a study of amidopyrine 
toxicity—indeed, worse than useless, for it 
might mislead the student into gravely un- 
derestimating its frequency. 

The offending directive ought to be re- 
scinded. When a neurotic woman takes 
bromide to excess and becomes delirious, 
it seems absurd to classify the case as psy- 
choneurosis instead of drug delirium. If her 
psychoneurosis was the cause of her admis- 
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sion to hospital it was only the remote cause. 
It was the delirium that threw her off the 
beam, that changed her from a self-sufficient 
person, albeit neurotic, into a helpless and 
frightened sick woman, divorced from real- 
ity and in danger of her life. But better still, 
why not classify her case under two head- 
ings—psychoneurosis and drug delirium? 
Patients in general hospitals are sometimes 
given two or three or a dozen diagnoses. If 
a man with pneumococcic pneumonia fol- 
lowed by meningitis were classified only 
under the former, you would miss his case 
if you were making a survey of meningitis. 
The authors of the statistical system used in 
our mental hospitals seem to have been 
guided by the notion that the total num- 
ber of diagnoses in the annual report must 
match precisely the total number of admis- 
sions, a notion which flies in the face of 
pathology. 

By coincidence the issue of the AMERICAN 
JouRNAL oF PsycHIAtry with Dr. Malz- 
berg’s article appeared at the same time as 
the Saturday Evening Post for August 6, 
1949, in which there is an article on head- 
ache by Elsie McCormick. Warning against 
the indiscriminate use of patent medicines, 
Miss McCormick says: 

Taken in large amounts, the bromides can pro- 
duce conditions resembling drunkenness or even 
insanity. .... Many mental hospitals now check 
each new patient for bromide poisoning. Of 1000 
consecutive patients admitted to the Colorado Psy- 
chopathic Hospital, 7.7% showed a high bromide 
level in their blood. It often takes months for people 
who have overdosed themselves to return to a 
normal state of mind and body. 

It is ironical that statistics from the men- 
tal hospitals of our greatest state, conform- 
ing to official directive of The American 
Psychiatric Association, should, on passing 
through the hands of a statistician as emi- 
nent as Dr. Malzberg, yield a harvest of 
error and deception, while on the other 
hand a lay magazine writer, not bound by 
ill-conceived directive and arbitrary defini- 
tion, contributes a statement that does jus- 
tice to the facts. 


THE FREQUENCY OF BROMIDE PSYCHOSES 


A rough idea of the incidence of bromide 
psychoses (in cases admitted to the hospital) 


may be obtained from a study made at the 
Harrisburg State Hospital and the Pitts- 
burgh City Hospital in the years 1931-1939. 
Here is the rate that was found: 


Male Female Total 
Total of first admissions. 1,245 1,028 2,273 
Total of bromide psycho- 
21 53 74 
Percentage of first admis- 


The breakdown of these figures by type 
of psychosis (simple intoxication, delirium, 
hallucinosis, and transitory schizophrenic 
reaction) was given in an earlier paper(3). 

Thus my figures show an incidence of 
psychoses due to the one drug, bromide 
(3.3% of first admissions), about 16 times 
that which Dr. Malzberg’s figures, whittled 
away and robbed of all substance as they are, 
show for psychoses due to all drugs and ex- 
ogenous poisons. 

Experience has proved the wisdom of giv- 
ing the quantitative serum bromide test 
routinely to every patient on admission. 
This routine test will enable a busy hospital 
staff to pick up cases that might otherwise 
escape notice. A woman, for example, was 
admitted in a profound delirium, and with 
the neurological and serological signs of 
dementia paralytica. One might easily have 
jumped to the conclusion that she had ad- 
vanced dementia paralytica, of which her 
delirium was nothing more than the end 
stage (paralytic delirium). But the serum 
was found to be loaded with bromide, and 
when her delirium vanished re-examination 
showed that the dementia paralytica, far 
from being advanced, was only in its in- 
cipiency. This woman had taken bromide for 
the symptoms of an early dementia para- 
lytica and had developed a bromide delirium 
that cleared up soon after the drug was 
stopped. One wonders how often such cases 
are misdiagnosed, the clearing up of the 
delirium being attributed to rest or to anti- 
luetic treatment, or in nonluetic cases to 
shock treatment and similar measures. It 
is scarcely an exaggeration to say that in 
mental hospitals it is as important to test the 
serum routinely for bromide as for syphilis. 
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ENCEPHALITIS AS A PSYCHIATRIC PROBLEM 


DONALD S. LINDSAY, M.D., D. Psycu. 
Dartmouth, N. S. 


The resurgence of virus diseases in epi- 
demic form is of vital concern to the psychia- 
trist. Disturbances in mental health will 
necessitate admissions for the seriously ill 
to mental hospitals while the milder cases 
will be seen in psychiatric and medical out- 
patient departments. The possible sequelz 
such as Parkinsonian disease will require 
therapy at a later date. 

Historically the disease process in ques- 
tion was first reported in Roumania by 
Obregia, Urechia, Carniol as hemorrhagic 
encephalitis. About a year later Von Econ- 
omo reported on the disease naming it en- 
cephalitis lethargica. In his later monograph 
he stressed the diversity of symptoms and 
the difficulty in fitting them into a diagnostic 
scheme. Von Economo, Hall, and Stern es- 
tablished the fact that in different outbreaks 
various groups of symptoms were prone to 
predominate. In cases reported at Munich 
(1919) acute tabes-like symptoms were 
found, in Hamburg a high incidence of 
bulbo-paralytic findings, and in Italy and 
Austria (1920) a preponderance of hyper- 
kinetic encephalitic syndrome. A hemiplegic 
type was emphasized by Hall, often with 
other signs such as hemianzsthesia, hemi- 
anopia, and aphasia. Similar cases were de- 
scribed by Boyd where the differential diag- 
nosis of cerebral hemorrhage had to be con- 
sidered. Neal describes less uniformity in 
symptoms during recent years. She reports 
monosymptomatic forms, such as a period of 
diplopia, drowsiness or trismus. Another 
difficulty Neal points out is the type that is 
so mild that it escapes detection or is diag- 
nosed as a respiratory infection. The sig- 
nificance of these cases is apparent only in 
retrospect. 

Age of onset appears to be highest be- 
tween the ages of 20 and 30, only slightly 
less common in the 10 to 20 year group. A 
patient of 87 years of age is reported to have 
suffered from the illness. The onset may be 
sudden or gradual. Quite often there is a 
variable period of vague symptoms as mal- 


aise, headache, irritability, listlessness, nau- 
sea, dizziness, and fatigue. 

Occasionally especially in children a con- 
vulsion is the first symptom. The acute sud- 
den onset may be in the form of hemiparesis, 
hemianesthesia, severe neuritic-like pain, 
vomiting, and acute psychosis. Usually the 
early symptoms are indicative of a gener- 
alized cerebritis. Fever is variable with some 
patients almost running an afebrile course 
but it is not necessarily an index of the 
severity of the disease. Disturbances of 
sleep are important and common features. 
Lethargy and drowsiness are prevalent 
symptoms. Neurological involvement of the 
third, fourth, and sixth nerves is found in 
about a third of cases. Pupils may be dilated 
or contracted, and unequal in some cases. 
The palsies and particularly the pupillary 
disorders have varied in different epidemics. 
The hyperkinetic disorders are to be en- 
countered in the acute phase. Evidence of 
motor excitability may be shown by fasci- 
cular muscle twitching, myoclonus, or in the 
form of chorea, dystonia, or choreo-athetoid 
movements. There is great variability of 
spinal fluid. It may be in all respects normal 
or show marked cellular and protein in- 
creases. The white blood cell count may vary 
from a mild leukopenia to a marked leuco- 
cytosis. 

Different virus strains of encephalitis are 
found throughout the world, such as the St. 
Louis type, Equine Encephalomyelitis, Ja- 
panese B, and the Verno-Aestival tick-borne 
encephalitis found only in Russia. Enceph- 
alitis following vaccination against smallpox 
and rabies occurs occasionally. 

In the delirium the faulty integration of 
perceptive function produces misinterpreta- 
tion of environmental influences. The com- 
ponent of fear and terror may in part be re- 
lated to a disturbance of cortical inhibition 
and control. The alternating periods of con- 
fusion followed by lucid intervals must in- 
duce considerable tension and anxiety. The 
change of behavioural patterns in the hy- 
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perkinetic phase resembles the excitement 
and disturbed sleep that is produced by 
pathology in hypothalamic and third ven- 
tricle areas. 

The skills involved and knowledge re- 
quired in treatment will include every level 
of integration from that of human relations 
to the brain chemical physiology. 

The study of the individual as an entity in 
the sensitive balance to environmental stress 
is of paramount interest. 

Three cases that had symptoms on admis- 
sion that were later demonstrated to be on 
an encephalitic basis are as follows: 


Case I was a 35-year-old married man of English 
extraction who was admitted to the Toronto Psy- 
chiatric Hospital on November 10, 1948. This 
patient was a stable man who had been a suc- 
cessful salesman and during the past year was in 
the process of setting up a factory for his firm. 
In October while on a business trip he developed 
severe headache lasting several hours. On return- 
ing to Toronto October 25 he had a recurrence of 
headache bitemporal with no visual disturbance. 
October 27 he developed fever 104°-105° with 
chills and profuse sweats. His family doctor ad- 
ministered penicillin 300,000 units each day for 3 
days. He was admitted to a general hospital 
October 31 for investigation. Spinal fluid and other 
laboratory examinations were negative. The pa- 
tient was discharged from hospital on November 6 
with no diagnosis established. The evening of 
November 9 he became very apprehensive and 
anxious followed by disturbed behaviour, which 
necessitated admission to Psychiatric Hospital. 
His wife describes her husband as getting very ex- 
cited, talking incoherently, suspicious, and stag- 
gering in his gait. On admission to hospital the 
clinical condition was that of an organic confusion. 
The next day his orientation returned and the 
patient was able to discuss his history clearly, and 
no real abnormality was noted in his mental state. 
On November 14 and 15 there was a sharp rise of 
temperature (axilla) to 102° accompanied by chilly 
feeling with no change in behaviour. November 16 
the patient suddenly said that he felt “funny and 
was going to faint.” He then broke out in a 
marked sweat, became excited, and fell to the floor. 
He was unable to comprehend questions, said a few 
disjointed words, appeared terrified, and held his 
arms rigidly flexed over his chest. Hydrotherapy 
and sedative treatment were carried out with the 
patient somewhat improved the following day. 

Sedimentation rate was 55 mm/hr and elevation 
of temperature in the morning was noted. A re- 
turn of delirium on November 18 occurred, which 
was then continuous until February. A phase of 
restless overactivity during which he required tube 
feeding extended to the middle of December, 1948. 
In this period he showed stereotyped athetoid 
movements of arms and torsional movements of his 


Following this phase was a period of stupor 
in which the patient would lie in bed looking at the 
ceiling and sometimes tearing a Kleenex apart as 
if trying to find something in it. In January there 
was an improvement in that the patient would re- 
spond to questions although in an irrational manner. 
Temperature to this time had been a low-grade 
pyrexia. There was perseveration in his speech 
and motor activity. During the middle of February 
there was considerable improvement in his con- 
tact with staff and he was better able to answer 
questions rationally. Retrograde amnesia of several 
months was present. In early March the patient 
was sufficiently improved to be dressed and partici- 
pating in hospital activities. He still showed 
dulling in thinking, lack of spontaneity, and patchy 
memory. His recovery from that time was rapid 
with discharge from hospital March 25, 1949. The 
patient convalesced for several months during the 
summer and returned to work in September. He 
was given psychotherapy as an outpatient and has 
had an excellent mental and physical recovery. 
There is no evidence of Parkinsonian disease. 

Serial EEGs were carried out during the illness. 
The initial rhythm was that of low to moderate 
voltage slow activity in 5-7 range in all areas of 
cortex, particularly the frontal lobes. This returned 
to normal alpha rhythm coincident with the change 
in mental state. 

Laboratory investigation was extensive and as 
complete as possible except that no attempt was 
made to culture spinal fluid for virus. 

The history of onset, the observational organic 
features, the periodic beginning of the confusion 
with improvement shown by more frequent spacing 
of lucid intervals, the hyperkinetic to akinetic be- 
havioural disturbance and the laboratory evidence 
all seem to indicate a diagnosis of virus enceph- 
alitis. The differential from catatonic schizo- 
phrenia and organic states such as brain infarct 
was difficult and it was necessary to draw upon the 
skills and knowledge of medical and neurological 
consultants. 


bi dy. 


Case 2 was that of a 17-year-old boy who was 
admitted to Toronto Psychiatric Hospital on Janu- 
ary 28, 1948. This patient had a history of normal 
childhood development. He obtained his high 
school entrance at the age of 16 years, was popular, 
well liked, and interested in sports. The patient 
developed a cold on January 16 but continued to 
carry on at work. On January 17 he went skating 
after work but complained that “his head was 
going too fast.” Family reported that “he was act- 
ing queer on returning home.” Patient said he 
was sleepy and lay down. On waking up he could 
not remember where he had been and how he got 
home. Family doctor found the boy feverish and 
prescribed aspirin medication. The next day he 
slept most of the time but came down to supper. 
He told his father that he could not find his blue 
suit. When informed that he did not own one said 
he must have dreamt this. After supper the patient 
talked of “having to go out and race with a 


champion whom he had won a 1,000 dollars from 
He thought it was Sunday when 


the night before.” 
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actually it was Saturday and that he was going to 
a dance in his new car. He was then admitted to a 
general hospital on January 18. Mental status was 
reported as negativistic with patient making silly 
remarks and singing songs. Physical examination 
was negative except for left pupil being larger than 
the right. Temperature was normal and the white 
blood cell count was 6,400. Spinal fluid was nega- 
tive with the exception of 12 cells per cu. mm. On 
January 21 the patient was disoriented as to time 
and place and a diagnosis of catatonic schizophrenia 
was made. Arrangements were made for his ad- 
mission to Toronto Psychiatric. The patient on 
admission showed no evidence of delusions or hallu- 
cinations but was noted to be very sleepy and in- 
different. EEG on January 30 showed asymmetry, 
with left frontal and temporal lobes showing less 
amplitude than the contralateral homologous areas 
with the right frontal region containing slow 
activity in the 3-6 per second range. On February 1 
there was continued improvement and the patient 
was cheerful and not sleeping as much during the 
day. Pupil irregularity was still noted. The patient 
was discharged on February 10 as recovered. EEG 
was repeated on February 15 and showed clearing 
of the previous abnormality. The history of fever, 
dilated left pupil, spinal fluid cell count 12, in con- 
junction with the confusional state seemed to be 
indicative of an organic delirium compatible with 
a diagnosis of encephalitis. Follow-up revealed that 
this patient has been well mentally and physically 
since his hospitalization. 


Case 3 was a 16-year-old boy who left school in 
the spring and went to work as a carpenter appren- 
tice in April. In May the patient reported a cold 
with a sore throat and pain in his chest. Rested at 
home for two days and then started back to work. 
Complained then of dizziness and pain in the chest. 
The family doctor found he had a temperature of 
102° and sulfa medication was started. The patient 
continued on bed rest until May to when he re- 
turned to work. His mother noticed that he was 
still unusually tired and would lie down with his 
working clothes on. His parents stated that his 
behaviour was odd and that he complained to a 
friend that he was dizzy and his feet were weak. 
The patient again went to bed for 10 days and 
seemed to be suffering from a disturbance of 
memory. His mother reported that he was very 
quiet. On May 24 he told his mother that he 
couldn’t remember the past 3 weeks. Sleep diffi- 
culty was experienced that night. On May 25 he 
seemed confused and kept asking why his pupils 
were so large. He became very restless the follow- 
ing day, cried considerably, and was unable to 
sleep. On May 27 he talked of his father being 
dead, and that he heard people knocking on the 
window. The patient appeared terrified and cried 
a great deal. He was admitted to hospital that 
afternoon. On admission the patient was found 
to be completely disoriented, seemed to have diffi- 
culty in understanding questions and talked of a 
voice of someone at work calling him. It was 
necessary to spoon-feed him. Physical examination 


was negative, except for dilated pupils, which, how- 
ever, were equal. White blood cell count was 
13,200. Spinal fluid contained 10 lymphocytes and 
a protein level of 56 milligrams. All other labor- 
atory investigations were negative. The EEG 
showed slow waves in the 4-6 per second range 
generalized over the cerebral cortex with consider- 
able low voltage, bitemporal delta activity. Tem- 
perature was irregular with elevation from 99° to 
100.2,° for the following 2 weeks. The patient was 
quite restless, confused, irrational, and experienc- 
ing vivid auditory hallucinations, until June 3 when 
improvement was noted. From then on there was 
continued clearing of his confusional state with 
resolution of the hallucination. He was discharged 
from hospital on July 17 as recovered. Follow-up 
investigation showed no evidence of personality 
deterioration or physical sequela. The patient has 
been working steadily and has been feeling quite 
well since discharge from hospital. 

The essence of the treatment program 
during the acute phase of the disease process 
is emotional and physiological support. The 
hyperkinetic patient requires the most care- 
ful nutritional diet with tube feeding or nasal 
drip necessary in those where the oral supply 
is insufficient. It is considered best to sup- 
plement with vitamins especially B complex. 
The bedside nursing care in all phases is 
to prevent such complications as bedsores 
and pneumonia. Hydrotherapy and sedative 
packs have their place in the program. In 
the milder cases where the orientation is 
normal for periods and where there is partial 
insight the emotional support from physician 
and nurses will assist the patient to tolerate 
his apprehension and fear. Electroshock 
therapy would seem to be absolutely contra- 
indicated. In convalescence, psychotherapy 
with the patient and his family in explana- 
tion of the illness, resolution of anxiety, and 
reassurance about the future are most valu- 
able. The return of the patient to his com- 
munity involves the usual stresses that every 
hospitalized patient must go through with 
the extra burden that is imposed on psy- 
chiatric casualties. 

The importance of recognition of this 
disease becomes apparent because of the dif- 
ference in prognosis and treatment from 
functional psychiatric illnesses. There is no 
doubt that many cases are given electroshock 
therapy on the assumption that the case is 
one of schizophrenia, and that the milder 
cases are treated only on a psychotherapeutic 
level without the necessary attention that 
should be given to a toxic patient. 
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Thus the problem of encephalitis poses a 
special challenge to the diagnostic ability of 
the physician. In general this will vary in 
the differentiation of the very disturbed en- 
cephalitic from a psychosis such as catatonic 
schizophrenia, the less disturbed from the 
neurosis, and the distinction from neurolog- 
ical diseases such as disseminated sclerosis 


I wish to thank Dr. A. B. Stokes, Professor of 
Psychiatry, University of Toronto, and Dr. J. D. 
Dewan, Assistant Professor of Psychiatry, for per- 
mission to report these cases and for their helpful 


suggestions and criticisms in the preparation of 


this paper. 
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CLINICAL NOTES 


THE USE OF DRUGS IN GROUP THERAPY! 
C. H. CAHN, M.D., Montreat, QuEeBEc 


Drugs such as caffeine, benzedrine, and 
barbiturates have been used as adjuvants in 
individual psychotherapy for over 50 years. 
This paper presents a brief report on an 
experiment conducted with a number of pa- 
tients, who were given these drugs in combi- 
nation with group therapy. 

The effects of the drugs were observed in 
order (a) to compare one drug with another 
(in the group setting) and (b) to note what 
differences could be discerned between the 
actions of the drugs on the group, and on 
the individual. 

Eight patients were selected who, it was 
thought, might benefit from group therapy. 
Sessions were held twice a week for 8 weeks. 
The patients were given caffeine citrate, 
benzedrine sulfate, seconal, or sodium amytal 
one hour before each session. The drugs 
were given in the form of two white cap- 
sules so that the patients would not know 
what they were receiving. As a control they 
were given two capsules of glucose every 
third session. 

The following is a list of the drugs and 
their dosages in the order in which they 
were administered : 


. No drug. 

. No drug. 

. Caffeine citrate 3 gr. (0.2 gm.) 
Glucose. 

. Seconal } gr. (0.05 gm.) 
Benzedrine sulfate 5 mgm. 

. Glucose. 

. Seconal 14 gr. (0.1 gm.) 

. Caffeine citrate 6 gr. (0.4 gm.) 
. Glucose. 

. Benzedrine sulfate 10 mgm. 

. Seconal 24 gr. (0.15 gm.) 

. Glucose. 

. Sodium amytal 1 gr. (0.06 gm.) 
. Caffeine citrate 6 gr. (0.4 gm.) 
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un 


To make the atmosphere congenial, pea- 
nuts and cigarettes were provided freely. 
The group leader (the writer of this paper) 


1From the Verdun Protestant Hospital, Mon- 
treal, Canada. 


assumed a permissive attitude, and he acted 
as a catalyst to the discussions whenever 
possible. An observer (also a physician) 
recorded how often and how long each pa- 
tient spoke, the main subject matter under 
discussion, and the number of interruptions 
and digressions per session. After each ses- 
sion the number of peanuts consumed and 
cigarettes smoked were counted.? The pa- 
tients cooperated fully throughout the dura- 
tion of the experiment. 

Results—All the sessions were fairly 
lively, but the liveliest by far occurred after 
the patients had been given benzedrine sul~ 
fate 10 mgm. All the barbiturate sessions 
were lively, on the average more so than 
the glucose control sessions; and even with 
seconal 2} gr. (0.15 gm.) all the patients 
were alert, the discussion was free and pro- 
ductive, and no marked sedative (not to 
mention hypnotic) effect was noticed. The 
caffeine sessions approximated the glucose 
control sessions and thus were not very 
conclusive. 

It was found that the total number of 
times the participants spoke and the number 
of interruptions per session provided a fairly 
good index of the mental level of activity, 
and the number of peanuts consumed per 
session could be translated into a scale of 
motor activity of the group. Usually, during 
a lively meeting, all these quantities were 
higher than during a quieter one, except in 
the case of benzedrine sulfate 10 mgm., 
when the peanut consumption was relatively 
low. The number of cigarettes smoked per 
session was too small to provide any sta- 
tistically significant data. 

It was also noted, throughout the course 
of the experiment, that a gradually progres- 
sive increase occurred in both levels of ac- 


2 Owing to lack of space, a full description of the 
method used, the characteristics of each session, 
the full qualitative and quantitative results will not 
be given here but will be published elsewhere. 
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tivity measured, independent of medication. 
This was probably mainly due to the pro- 
gressively greater familiarity of the patients 
with one another and with the group situa- 
tion as a whole. 

The main conclusion drawn from the ex- 
periment was that both benzedrine and the 
barbiturates increased social interaction and 
stimulated the discussions. On the whole, 
however, barbiturate was preferable to ben- 


A NEW METHOD OF TREATMENT OF AFFECTIVE PSYCHOSES 
AND PSYCHOSES WITH DEPRESSIVE FEATURES. 
ARMANDO FERRARO, M.D.,! New York City 


At the New York State Psychiatric In- 
stitute, a new method of therapy has been 
devised by the author for the treatment of 
affective psychosis, and its results were pre- 
sented by him at a meeting of directors of 
psychiatric hospitals held at the Psychiatric 
Institute. 

The new treatment utilizes a solution of 
ether at various concentrations, 24% to 5% 
or more in glucose and saline, administered 
intravenously by slow phleboclysis (drip 
method). The amount of solution injected 
is generally from 750 to 1,000 cc. The flow 
of administered solution is regulated from 
25 to 30 drops gradually increased to 100 to 
180 per minute. The injection lasts between 
2 to 3 hours and is administered every day 
of the week. The complete course of the 
treatment consists of from 10 to 30 daily in- 
jections, which may be resumed if necessary. 

This method has been tried at the Man- 
hattan State Hospital in New York City 
where the working team consisted of Drs. 
A. Ferraro, L. Roizin, and P. Carone of the 
New York State Psychiatric Institute and 
Dr. Nobe E. Stein of the Manhattan State 
Hospital. 

Forty patients have been treated, 27 of 
whom belonged to the group of manic- 
depressive and involutional psychoses. Of 
this group, 14 left the hospital on conva- 
lescent care and 8 although improved re- 
mained in the hospital. Five were unim- 
proved. 


1 Principal Research Scientist, New York State 
Psychiatric Institute. 


zedrine in that the former did not bring out, 
as much as the latter, aggressive tendencies 
of the patients that interfered with the 
smooth and uninterrupted flow of conver- 
sation. 

It was definitely felt that combined drug 
and group therapy was of value to these 
patients. It is hoped that this research 
project will be developed further and find 
practical application in therapy. 


To these 27 patients, 13 more were added 
including schizophrenic patients and patients 
from a mixed group. Of a grand total of 
40 cases, 20 (50%) left the hospital on 
convalescent care, II (27.5%) _ benefited 
from the treatment, and 9 (22.5% ) remained 
unimproved. 

These figures are very encouraging and 
justify extending the investigation of this 
new form of therapy to a much larger num- 
ber of cases with definite preference to be 
given to the depressive states. 

Further investigation should weigh with 
more accuracy the number of treatments 
needed and the possibility of repeated series 
of injections in the same patients before 
considering the treatment as inadequate for 
the case. 

The percentage of beneficial effects with 
this form of treatment compares favorably 
with the results following electric shock 
therapy. This form of treatment has, how- 
ever, the following definite advantages ovet 
electric shock therapy : 

1. The treatment does not entail the elict- 
tation of a convulsive seizure. 

2. It is applied in circumstances of pleas 
ant cooperation, the patient developing m 
anxiety as to its application. 

3. In the course of each individual treat 
ment the patient experiences a sense of well 
being and he is in touch with the physician # 
all times. 

4. The treatment can be applied in olf 
patients with hypertension, arteriosclerosis 
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bone deformities, or hernias, none of these 
conditions constituting counterindications. 
There is no danger of fractures or dis- 
locations. 

5. The treatment has no unpleasant after- 
effects; no confusion, no disturbances of 
memory follow. 

6. The treatment does not carry with it 


CLINICAL NOTES 


137 


the stigma of mental diseases, so dreaded 
nowadays by the general public, the treat- 
ment being received as related to accepted 
usual medical practice. 

In the course of the treatment the physi- 
cian in charge should control pulse, respira- 
tion, and blood pressure. Blood counts are 
indicated after every few treatments. 
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CONSTITUTION AND BY-LAWS OF THE AMERICAN 
PSYCHIATRIC ASSOCIATION 


As Amended at the 106th Annual Meeting, Detroit, Mich., 
May 2, 1950 


THE CONSTITUTION 


ARTICLE I 
NAME 


This corporation, founded in 1844 as The Asso- 
ciation of Medical Superintendents of American 
Institutions for the Insane, known from 1892 to 
1921 as The American Medico-Psychological Asso- 
ciation and since 1921 as The American Psychiatric 
Association, is hereby continued under the last 
designation. 


ARTICLE II 
OBJECTS 


The objects of this Association shall be—(a) to 
further the study of subjects pertaining to the 
nature, treatment, and prevention of mental disor- 
ders; (b) to further the interests, the maintenance, 
and the advancement of standards of hospitals for 
mental disorders, of outpatient clinics, and of all 
other agencies concerned with the medical, social, 
and legal aspects of these disorders; (c) to further 
psychiatric education and research; (d) and to 
apply psychiatric knowledge to other branches of 
medicine, to other sciences, and to the public wel- 
fare. 


ARTICLE III 
MEMBERS 


1. There shall be these classes of members: Fel- 
lows, Members, Associate Members, Life Fel- 
lows, Life Members, Honorary Members, Inac- 
tive Members, and Corresponding Members. 

2. All classes of membership except Honorary 
and Corresponding Members shall be residents 
of North America or dependencies of the United 
States. 

3. A Committee on Membership of six Fellows 
shall be appointed by the President and ap- 
proved by Council. Each member of this com- 
mittee will serve a 3-year term, and then be 
ineligible for immediate reappointment. Two 
members of this committee will retire each 
year. Terms of the first members appointed 
after adoption of this section shall be adjusted 
accordingly. It shall be the duty of this com- 
mittee to make a report and recommendation to 
the Council on every application for every class 
of membership. It shall also be the duty of 
this Committee immediately after its organiza- 
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tion and from time to time afterward to sub- 
mit to the Council plans for the procedures by 
which it proposes to pass upon the fitness of 
new applicants for membership and of present 
members of the Association, make such other 
recommendations as it may deem advisable 
from time to time, and perform such other 
duties as Council or Association may assign to 
it. Its plans and recommendations must be 
approved by the Council. 

Fellows hereafter shall be chosen from Mem- 
bers of not less than one year’s standing who 
have specialized in the practice of psychiatry 
for at least six years. 

Members hereafter shall be chosen from physi- 
cians who have specialized in the practice of 
psychiatry for at least 3 years and after ful- 
filling the requirements of Associate Members. 
Members shall be recommended to Fellowship 
as it becomes apparent that they deserve this 
recognition. 
Associate Members shall be physicians who 
have had at least one year’s practice in a men- 
tal hospital or its equivalent. 

Honorary Members shall be those who have 
distinguished themselves by attainments in psy- 
chiatry or related sciences or who have ren- 
dered signal service in philanthropic efforts to 
promote the interests of psychiatry and mental 
hygiene. 

Life Fellows shall be those who have main- 
tained themselves in good standing as Fellows 
(or formerly as “active members”) for 30 con- 
secutive years. This 30-year period shall begin 
at the time membership status was bestowed. 
They shall have all the rights of Fellows. 
Life Members shall be those who have main- 
tained themselves in good standing as Members 
for 30 consecutive years. They shall have all 
the rights of Members. 

Any Member or Fellow who has been in good 
standing for 10 years or more, and who estab- 
lishes inability to continue payment of dues as 
a consequence of hardship, illness, or retire- 
ment, may apply for Inactive Status. Such 
status will be granted in appropriate cases by 
the Council on recommendation of the Member- 
ship Committee. An Inactive Member will be 
entitled to register as a member at Annual 
Meetings, but will not pay dues, nor will he be 
eligible to vote or hold office. 
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Corresponding Members shall be those who are 
qualified for Fellowship but who are not resi- 
dents of North America or dependencies of the 
United States. 


ARTICLE IV 
OFFICERS 


The officers of the Association shall be a Presi- 
dent, President-Elect, a Secretary and a Trea- 
surer whose duties may be combined, and a 
Council to include the above officers and 12 
Fellows of whom the retiring President shall 
be one. 

Past-Presidents after their service in the Coun- 
cil shall thereafter be ex-officio members of the 
Council without the right to vote. 

There shall be three Auditors, one of whom 
shall retire each year. 

The President-Elect will be installed as Presi- 
dent on the final day of the Annual Meeting 
next following the Annual Meeting at which 
his selection as President-Elect was announced. 
If the position of President-Elect becomes va- 
cant during the term, the Council will select 
a Fellow to serve as President-Elect and he 
will be installed as President at the Annual 
Meeting next following. 


ARTICLE V 


PRIVILEGES 


Fellows and Members only (including Life Fel- 


lows and Life Members) shall be entitled to vote 
at any meeting or by mail ballot; or to propose 
amendments to the Constitution and By-Laws; or 
to nominate for elected office. Fellows only shall be 
eligible to office in the Association. Life Fellows, 
Life Members, Honorary Members, and Corre- 
sponding Members shall be exempt from the pay- 
ment of annual dues to the Association. 
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ARTICLE VI 
ELECTION OF OFFICERS 


The President-Elect, the Secretary, the Trea- 
surer, one Auditor, and the appropriate number 
of Councillors shall be elected annually by mail 
ballot as provided in the By-Laws and in 
accordance with Section 7 of this Article. 

The President, President-Elect, Secretary, and 
Treasurer shall hold office for one year. Coun- 
cillors and Auditors shall serve for three years. 
The President, President-Elect, and the four 
retiring Councillors are ineligible for re-election 
to their respective offices before three years 
have elapsed from the date of their retirement. 
The President, President-Elect, Secretary, and 
Treasurer shall enter upon office at the close 
of business at the annual meeting at which they 
are elected. Other officers shall enter upon 
their duties immediately after their election. 
All officers shall serve until their successors 
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are elected and qualified. The Council may fill 
vacancies occurring among elected officers. 

A majority of the members of the Council shall 
constitute a quorum. 

Any Fellow nominated for office by a petition 
signed by 50 or more Members or Fellows shall 
be considered an eligible candidate and his 
name shall be included on the official ballot 
for the next general election, provided that 
such petition has been filed with the Secre- 
tary of the Association prior to January 21. 
Not later than January 1, the Nominating 
Committee shall announce the selection of a 
panel of candidates, at least one for each 
vacancy. 

An official ballot will be prepared by the Secre- 
tary, on which will be included the names of 
all candidates selected by the Nominating 
Committee or nominated by petition. The 
official ballot will be mailed to all eligible 
voters between February 1 and February 15. 
The date on which ballots will be tallied shall 
be announced in a memorandum accompany- 
ing the ballot. This date will be not earlier 
than two weeks nor later than one week before 
the opening of the Annual Meeting. All prop- 
erly sent ballots returned prior to the time of 
tally shall be counted and the person who re- 
ceives the greatest number of votes for each 
single office will be certified as elected thereto; 
and the candidates for office as Councillors 
who receive the highest number of votes will 
be certified as elected to the Council. Results 
of this election will be announced at the Annual 
Meeting. 


ARTICLE VII 
Powers 


The President shall appoint the personnel of 
all committees unless otherwise provided. He 
shall preside at the annual and special meetings 
of the Association. In his absence at any time, 
the President-Elect shall act in his place. 

The Secretary shall keep the records of the 
Association and perform all the duties that 
may be prescribed for him by the Council. The 
Treasurer, under the Council, shall receive and 
disburse and duly account for, all sums of 
money belonging to the Association; he shall 
submit a financial statement each year to the 
Council at its annual meeting; he shall be 
placed under bond to an amount which the 
Council each year directs. The Council may 
appoint an Executive Assistant or a person 
otherwise designated on a salary to carry such 
duties as may be assigned by the Council. 
Any assistant who shall be given power to 
receive and deposit moneys for the association 
shall be bonded in an amount to be determined 
by the Council. 

The Auditors shall examine each annual finan- 
cial statement of the Treasurer and arrange 
for its audit by certified public accountants. 
The Auditors will propose and the Council will 
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name the depositories in which the Treasurer 
shall keep the funds of the Association. The 
Auditors will act as the Financial Committee 
of the Council and their recommendations and 
actions shall be subject to the approval of the 
Council. 

The Council shall elect an Executive Commit- 
tee to consist of the President, the President- 
Elect, the Secretary, the Treasurer, and two 
others of its members which shall have the 
powers of the Council (at such times as matters 
important to the Association must be decided 
and it is considered unnecessary to call the 
Council together) between meetings of the 
Council. 

The Council shall control the funds in the 
possession of the Association. It shall publish a 
JOURNAL and print annually the proceedings of 
the meetings. It shall appoint the editor of 
the AMERICAN JOURNAL OF PsycuHtATrY. It is 
empowered to appoint Committees from its own 
membership to expend money for special scien- 
tific investigation in matters pertaining to the 
objects and business of the Association, to 
publish reports of such investigations, to adopt 
a budget for current expenses of the Treasurer 
and Committees for the ensuing year, and to 
apply the income of special funds to the pur- 
poses for which they were intended. 

The Council shall choose annually a Fellow of 
the Association as moderator to preside at all 
its sessions. In case the moderator be not a 
member of the Council, he shall have no vote. 
The Executive Committee derives all its pow- 
ers from the Council and the Council derives 
all its powers from the Association. 
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(a) If prior to 30 days before the opening of 
the next Annual Meeting, the Secretary receive, 
on petition signed by 50 or more Fellows or 
Members, or combination thereof, a proposal 
to amend the Constitution, such proposal shall 
be submitted to the Council and placed on the 
agenda for reading at the next Annual Meeting. 
(b) If at any time prior to the first day of an 
Annual Meeting, the Council pass a resolu- 
tion endorsing a proposed amendment, the text 
thereof shall be read at the next Annual 
Meeting. 

After a proposed amendment (no matter how 
originated) is read at an Annual Meeting, the 
text therefore shall be published in the JouRNAL 
(or otherwise made known to the membership) 
within 90 days after adjournment of that An- 
nual Meeting. Not less than 60 nor more than 
180 days after this publication or circulariza- 
tion, the proposed amendment shall be submitted 
to the membership by mail for a mail ballot, 
in the manner provided in the By-Laws. All 
Fellows, Life Members, Life Fellows, and 
Members shall be eligible to vote. If more 
than Io percent of the eligible voters return 
properly marked ballots; and if more than 
two-thirds of such ballots are favorable to 
the proposed amendments, then the proposal 
shall be considered adopted and the Constitu- 
tion amended accordingly. A date for the 
counting of the ballots shall be indicated ina 
memorandum sent out with each ballot; this 
date shall be not less than 21 nor more than 
60 days after the mailing, and all proper ballots 
received prior to the date of counting shall be 
tallied. 


4. Proposals to amend the By-Laws shall be re- 
ARTICLE VIII ceived and acted upon in the same manner 
AMENDMENTS as proposals to amend the Constitution except 
that the favorable votes of a majority of 
Proposals to amend this Constitution may eligible voters shall be sufficient to enact the 
originate either (a) by a petition signed by amendment to the By-Laws, provided that not 
50 or more Fellows or Members or combination less than 10 percent of the eligible votes shall 
thereof; or (b) by resolution of the Council. have been cast in this main ballot. 
BY-LAWS 
ARTICLE I 3. On the third day elections to the different 
classes of membership in the Association shall 
OrvER oF BusINEss be held. The lists of candidates submitted shall 
The meetings of the Association shall be held have been passed by the Committee on Mem- 
annually, each meeting to extend over at least bership and the Council. Before the close of 
three days. The place of each meeting shall the final session the President, the President- 
be named by the Council and reported to the Elect, and the Secretary and Treasurer shall be 
Association for action at the Annual Meeting inducted to office. 
preceding. Each Annual Meeting shall be 4. The Council shall hold an annual meeting 
called by printed announcements sent to each concurrent with the Annual Meeting of the 
member on its rolls at least three months previ- Association ; and shall hold as many sessions 
ous to the meeting, and by publication in the and at such times as the business of the Asso- 
JOURNAL. ciation may require. 
On the second day, elected officers shall be 5. The President shall have authority at any 


announced and amendments to the Constitution 
and By-Laws shall be considered. 


time, at his own discretion, to instruct the 
Secretary to call a special meeting of the 
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Council, and he shall be required to do so 
upon a request signed by six members of the 
Council. Such special meetings shall be called 
by giving at least two weeks’ written notice. 


ARTICLE II 
DvuEs 


Each member shall pay to the Treasurer such 
annual dues and assessments as shall be determined 
by the Council at its annual meeting. 


ARTICLE III 
RESIGNATION AND DISMISSAL 


1. Any member of the Association may withdraw 
by signifying his desire to do so in writing to 
the Secretary: provided, that he shall have 
paid all dues to the Association. Any member 
who shall fail for three successive years to pay 
dues after special notice by the Treasurer 
shall be regarded as having forfeited member- 
ship, unless such payment of dues is waived by 
the Council for good and sufficient reasons. 
The name of any member declared unfit for 
membership by two-thirds vote of the members 
of the Council present at an annual meeting 
of that body shall be presented by the Council 
to the Association, from which he shall be dis- 
missed if it be so voted by a number not less 
than two-thirds of those present at the annual 
meeting, registered and voting. 


to 


ARTICLE IV 
AFFILIATED SOCIETIES 


When any state or provincial psychiatric society 
of a geographic division in North America or 
dependencies of the United States shall express 
a desire to become an affiliated society of The 
American Psychiatric Association, it shall submit 
to the Council of this Association a copy of its 
constitutions and by-laws, showing the require- 
ments for membership and a list of the members. 
If the Council recommends to the Association at 
an annual meeting that the said society be accepted 
and this recommendation be adopted by a vote of 
not less than two-thirds of the Fellows and Mem- 
bers registered and voting at the session at which 
the recommendation is submitted, the society mak- 
ing application shall thereafter be designated as an 
Affiliated Society of the Association. Societies 
designated as district societies previous to the 
adoption of this by-law shall hereafter be desig- 
nated as Affiliated Societies. 


ARTICLE V 
District BRANCHES 


When a group of not less than twenty of the 
membership of the Association residing in any 
state or group of adjoining states shall make appli- 
cation to the Council of this Association to organ- 


ize a district branch of the Association and the 
Council approves, the Council may recommend to 
the Association at an annual meeting the estab- 
lishment of such a district branch, to be named 
according to the state or group of states where 
it is to be organized. The recommendation may 
be adopted by a vote of not less than two-thirds 
of the Fellows and Members of the Association 
registered and voting at the session at which the 
recommendation is submitted: provided, however, 
that no one shall become a member of the district 
branch who is not already in the membership of 
The American Psychiatric Association. Each dis- 
trict branch may elect its own officers, arrange its 
own programs of meeting, and shall provide for 
its own expenses. 


ARTICLE VI 


VoTING BY MAIL 


1. All Members, Fellows, Life Fellows, and Life 
Members shall be eligible to vote by mail on 
(a) candidates for office, (b) proposed amend- 
ments to the Constitution, (c) proposed amend- 
ments to the By-Laws or proposed enactments 
of new By-Laws, and (d) matters referred 
for mail ballot by the Council. 

2. Voting for Candidates. Between February 1 
and February 15 of each year, the Secretary 
shall prepare and mail to each voter an official 
ballot. 


a. To each voter shall be sent a package con- 
taining (1) the official ballot, (2) a letter 
or memorandum of instruction, (3) an inner 
envelope, (4) an outer return envelope. 


(1) The official ballot shall contain the 
name of each candidate selected by the 
Nominating Committee and of each 
candidate nominated by petition. Candi- 
dates for the same office shall be grouped 
together in alphabetical order. By sym- 
bol, word, or phrase, it shall be indi- 
cated for each candidate whether he 
was nominated by petition or by the 
Nominating Committee; and the coun- 
try, state, district, or province of each 
candidate shall be indicated. The ballots 
shall be identical, and shall not be num- 
bered, nor shall there be any provision 
for the signature of the voter. The 
final return date shall be indicated 
clearly near the top or near the bottom 
of the ballot. 

(2) The memorandum of instruction shall 
furnish the key to any symbols or 
abbreviations in the ballot, shall clearly 
indicate the final return date of the 
ballot, and shall give instructions for 
folding, marking and mailing. 

(3) The inner envelope shall have printed 
on its face a serial number and a 
certificate which the voter will sign 
indicating that he is the person to 
whom the ballot was issued and that 
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this is the only vote he is casting at 
this election. 

(4) The outer return envelope shall be large 
enough to accommodate the inner envel- 
ope. On the face of the outer envelope 
shall be printed or written the words 
“Board of Tellers” followed by the 
office at which the ballots will be 
counted, so that further addressing by 
the voter will not be necessary. 


b. Prior to the mailing of the ballots, the 
President shall designate a Board of Tellers 
consisting of three persons, at least one of 
whom shall be a Fellow of this Associa- 
tion, and at least one of whom shall not be 
a Member or Fellow of this Association ; 
and the President shall likewise designate 
one or two employees of this Association 
as custodians of the ballots. Record shall 
be kept of the serial number of the inner 
envelope mailed to each voter. 

As the outer return envelopes are received 

by mail, the custodian of the ballots shall 

open the outer envelope and shall compare 
the signature on the inner envelope and its 
serial number with the name and number 
in his record; and if these are found in 
accord, shall deposit the unopened inner 
envelope in a safe place. If a discrepancy 
is found in the name or number, the inner 
envelope shall be referred to the Board of 

Tellers for a decision. 

d. On the day fixed for the counting, the 
custodian shall open each inner envelope 
and remove each folded ballot, in the pres- 
ence of a Teller, and place it, still folded, 
in a ballot box. And when all inner envel- 
opes have been disposed of, the polls shall 
be closed and the ballot boxes opened and 
the votes counted. 

e. Each participant in the counting shall be 
bound to keep in confidence the results of 
the election, until the time for the announce- 
ment at the Annual Meeting. The announce- 
ment shall be made by a person named by 
the President for this purpose. 


Voting on Amendments to the Constitution and 
By-Laws. 


a. After a proposed amendment to the Con- 
stitution or By-Laws has been circularized 
or published in the JouRNAL pursuant to 
Article VIII of the Constitution, the Secre- 
tary of the Association shall prepare an 
official verbatim text of the proposed amend- 
ment or the proposed new By-Law, preceded 
by extracts of the portions of the Consti- 
tution and By-Laws that would thereby be 
amended. Under this text matter, there 
shall be printed the phrase “Are you in 
favor of this proposed amendment?” and 
the words “Yes” and “No” on separate 
lines with space to indicate the voter’s 
choice. Under these words shall be printed 
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a brief certificate reading “I certify that I 
am eligible to vote on this proposal and 
that this is the only ballot I am casting at 
this referendum” or words to that effect: 
and under this certificate there shall be 
space for the voter’s signature. Each such 
document shall be numbered and the Secre- 
tary shall transmit to the Tellers a record 
indicating the person to whom each num- 
bered ballot was sent. The Secretary shall 
prepare a memorandum of instruction which 
shall clearly state the return date of the 
ballot, that being the date on which the votes 
will be counted. This memorandum, to- 
gether with a ballot, together with a return 
envelope addressed to the Board of Tellers, 
shall be sent to each eligible voter. 

b. The President shall appoint a Board of 
Tellers consisting of three Fellows who may 
be assisted by employees of the Associa- 
tion. On the return date of the ballot, the 
Board of Tellers or any two of them present 
shall open and count the ballots and certify 
the results. 


Voting on Referenda. Whenever the Council, 
by resolution, direct that a matter be referred 
to the membership by mail ballot, this shall 
be done in the same manner as prescribed in 
Section 3 above. The Council shall, by an 
enabling resolution, indicate the day of mailing 
and the return date on which the ballots shall 
be counted: and there shall be a period of at 
least 21 days between these two dates. The 
Council may likewise, in the wording of its 
resolution, indicate whether the referendum is 
to be advisory or binding. 

Effective Dates. Amendments, new By-Laws, 
and referenda shall be effective on the date of 
the certification by the Board of Tellers unless 
a different effective date is indicated within 
the text of the proposal. 

Certification. After the tally of each mail poll, 
the Tellers shall prepare a written certificate, 
indicating the number of ballots counted, the 
number of votes cast affirmatively and nega- 
tively and for each candidate, the number of 
ballots disqualified and.the reasons therefor, 
and the net results of the election. Except in 
the case of candidates for office, the complete 
text of this certificate shall be published in 
the next issue of the JourNAL. In the case of 
elections of candidates for office, the full text 
of this certificate shall be published in the 
first issue of the JouRNAL to go to press after 
the Annual Meeting at which the election re- 
sults have been announced. 


ARTICLE VII 


New SECTIONS 


The Council upon its own initiative or upon the 
application of not less than 20 Fellows or Members 
or Associate Members may present to the Asso- 


— 
re 
its 
As 
cia 
ele 
Fe 
| 


[ Aug, 


that I 
sal and 
sting at 
effect; 
hall be 
ch such 
Secre- 
record 
h num- 
ry shall 
1 which 
of the 
1e votes 
im, to- 
return 
Tellers, 


ard of 
ho may 
\ssocia- 
‘lot, the 
present 
certify 


Council, 
referred 
is shall 
‘ibed in 
by an 
mailing 
‘ts shall 
of at 
‘s. The 
r of its 
idum is 


y-Laws, 
date of 
s unless 

within 


ail poll, 
tificate, 
ted, the 
d nega- 
nber of 
herefor, 
ccept in 
omplete 
shed in 
case of 
ull text 
in the 
ss after 
tion re- 


ipon the 
{embers 
e Asso- 


1950] CONSTITUTION 


AND BY-LAWS 143 


ciation a proposal for a section which shall have 
its own special program. Upon approval of the 
Association the following plan shall be adopted : 
(1) A section of The American Psychiatric Asso- 
ciation shall be established and appropriately named. 
(2) A section chairman and secretary shall be 
elected by the section. The chairman shall be a 
Fellow of The American Psychiatric Association. 


CERTIFICATE 


I, R. Finley Gayle, Jr., Secretary of The Ameri- 
can Psychiatric Association, certify that the fore- 
going text is a true copy of the current Constitution 
and By-Laws of the Association as revised at the 
Annual Meeting on May 2, 1950. 


R. FINLEY GAYLE, Jr., M. D. 


May 23, 1950 
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CORRESPONDENCE 


SOVIET PSYCHIATRY 


Editor, AMERICAN JOURNAL OF PsyCHIATRY: 


Sir: In gathering material for my book 
“Soviet Psychiatry,” I wrote to Dr. M. 
Woolf, one of the founders of the psycho- 
analytic movement in Russia for informa- 
tion. His answer, which contains much in- 
teresting historical information on the early 
vicissitudes of psychoanalysis in the USSR 
has just reached me, too late for inclusion in 
my study. As a matter of general interest 
and record, Dr. Woolf’s letter follows (in 
translation) : 


Tet Aviv, May 2, 1950. 
Dear Dr. Wortis: 

I must begin by making a double apology: first, 
for answering you in German—because it is easier 
for me to write in German; and second for answer- 
ing you after so long a delay. The reason is that 
your letter reached me after a delay. 

I am fairly well acquainted with the history of 
psychoanalysis in Russia. Psychoanalysis was 
known in Russia even before the Revolution. If I 
am not mistaken, “The Interpretation of Dreams” 
was translated into Russian by Dr. Kotik around 
1905-10. Dr. Ossipov, an Assistant at the Uni- 
versity Clinic, became acquainted with psycho- 
analysis at that time, was also in touch with Freud, 
and translated Freud’s American lectures into 
Russian. 

At about the same time Dr. Drosnes of Odessa 
visited Freud in Vienna with his patient, der Wolfs- 
mann, and when he returned he and I together tried 
to organize the first small group. This undertaking 
ended when I moved to Moscow in 1914 with the 
outbreak of the war, and as Drosnes also entered 
military service. 

In Moscow I engaged in analytic work in a big 
sanatorium, and must say that the attitude of the 
medical profession to my work was very negative. 
I believe that I was at that time the only psycho- 
analyst in Russia. 

After the Revolution there was a radical change 
in the situation. I went to the front in 1917, and 
when I returned to Moscow after the Revolution, in 
1922, I was invited by Prof. Ermakov to work in 
the psychoanalytic section of the Psycho-Neuro- 
logical Institute in Moscow. There were, however, 
only two of us in the whole section that did actual 
medical work, in addition to two associates: one of 
them an art historian from the University—a pro- 
fessor whose name I cannot recall—and another 
associate. Shortly thereafter we opened the Chil- 

dren’s Institute under the leadership of Vera 
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Schmidt, whose husband was Minister of Finance 
at that time. Vera Schmidt later wrote an interest- 
ing account of this Institute. 

At about the same time there developed around 
us—Prof. Ermakov and me—a group of physicians, 
psychologists, and teachers, who had been analysed 
and who were doing analytic work, so that we were 
in a position to found a psychoanalytic association, 
at first with Prof. Ermakov as chairman, and my- 
self as vice-chairman and secretary. A year later 
Ermakov left and I became chairman. 

Meanwhile the Psycho-Neurological Institute was 
closed and in its place a “Central Dispensary” for 
psychiatry was started, for all of Moscow and the 
surrounding area. I conducted a psychoanalytic 
department in this dispensary with two assistants. 
In this dispensary postgraduate courses for psy- 
chiatrists were arranged, in which I also partici- 
pated as docent for psychoanalysis. In 1925 I 
was also made docent for psychoanalysis and psy- 
chotherapy in the psychiatric clinic of the medical 
faculty of the Second Moscow University. 

I can tell you nothing about the other large cities 
and universities in Russia, but do not believe that 
anything was done elsewhere in the psychoanalytic 
field, else I would have heard of it. 

In 1927 I attended the Innsbruck Congress and 
thereafter remained at the Berlin Psychoanalytic 
Clinic. Since then I know nothing more of the 
fate of psychoanalysis in Russia. 

Most sincerely yours, 


M. Woo -r. 


The following additional information may 
be appended : 

The psychoanalytic association disbanded 
soon afterwards, criticism of psychoanalysis 
became increasingly sharp in succeeding 
years, and it all but disappeared before the 
outbreak of World War II. In the present 
period attacks on Freudian psychoanalysis in 
the USSR are sharper than ever, but there 
is at the same time a marked increase of in- 
terest in scientific psychology, including the 
psychology of personality. Most of this is 
oriented toward pedagogy. Psychiatry in the 
USSR retains close ties to medicine and 
Pavlovian physiology with a relatively small 
interest in what is called “rational psycho- 
therapy” based primarily on an appeal to 
consciousness and reason. 

JoserpH Wortis, M. D., 
Brooklyn, N. Y. 
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COMMENT 


A MESSAGE FROM THE PRESIDENT 


To All Members of The American Psychi- 
atric Assoctation: 

After several years of vigorous discussion 
about reorganization of the Association, our 
decisions have been made. The revised Con- 
stitution appears in this issue of the Jour- 
NAL, so that everyone can see clearly where 
we now stand. The essential organization of 
the Association remains remarkably little 
changed, with the powers and responsibilities 
of the officers and the Council substantially 
as before. There are some changes in regard 
to various classes of membership. We con- 
tinue 100% a medical society. The geo- 
graphical range of the Association has been 
enlarged to include all of North America. 
We have provision for a mail ballot, whereby 
each Fellow and each Member can partici- 
pate in the choice of officers and Council 
members—wherever one lives and whether 
or not one is able to attend the annual meet- 
ing. 

During the past year, as I have become ac- 
quainted in greater detail with the activities 
of the Association, I have been impressed— 
and distressed—by a certain lack of clarity 
and a lack of knowledge as to the proper 
functioning and mode of operation and inte- 
gration of the various agencies, boards, com- 
mittees, and other instrumentalities through 
which the Association acts. It is not diffi- 
cult to understand the origin of some con- 
fusion. 

In a period of postwar reconversion we 
have been attempting, in a hurried and har- 
ried mood, to develop an operating organiza- 
tion and a committee structure that would 
measure up to our growing recognition of 
responsibilities for leadership at a local and 
national level, and increasingly at an inter- 
national level. The committees have been 
handicapped by the lack of a clear delinea- 
tion of functions and of clearly defined 
means of communication and collaboration 
with each other and with the Council. Upon 
recommendation of a hard-working Com- 
mittee on Committees, steps have been taken 
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to gain better coordination of committee ac- 
tivities and committee reports through Co- 
ordinating Committees in three general fields 
of committee function: Professional Stand- 
ards, Technical Aspects, and Community 
Aspects of Psychiatry. 

When a committee has succeeded in for- 
mulating a policy or a course of action, it 
is requested that this proposed action or 
policy be presented in the form of a succinct 
motion or resolution that can be directly 
adopted, rejected, or otherwise acted upon 
by the Council and the Association. The 
committees will also be influenced thereby, I 
hope, to take a more sharply realistic view of 
what they propose, and will be stimulated to 
consider broadly all the implications involved 
in Council approval of a committee proposal. 
Twelve hard-working Council members, sit- 
ting around a table at the annual meeting, if 
spared a deluge of haphazardly presented re- 
ports, and if presented with more sharply 
clarified proposals will, I believe, be enabled 
to act on important issues with greater defi- 
niteness and greater wisdom. Otherwise, the 
Council runs a considerable risk of defeating 
the principal purpose in having committees, 
by the unmanageable number and volume of 
committee reports. 

Your officers are working hard this sum- 
mer in the preparation of a manual of opera- 
tions and procedure, attempting to clarify the 
mode of operation, and the functions, of the 
various agencies and committees of the Asso- 
ciation—not to curb their functions, but to 
liberate them from uncertainties, confusions, 
misunderstandings, and failures in communi- 
cation, which have hindered their best func- 
tioning. 

The Association is the instrument of all 
who constitute its membership. To all mem- 
bers of the Association I wish to say that 
all of us who have the honor to serve in any 
official role regard ourselves as the instru- 
ments for the accomplishment of your pro- 
fessional and scientific objects, as set forth 
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in the Constitution. All affiliate societies, 
district branches, or other groups can aid 
us by giving consideration to the same prob- 
lems on which our committees are at work, 
and by communicating their thinking to the 
appropriate APA committees. 

This year I think is going to be a hard- 
working year, with the emphasis upon prac- 
tical tasks and study projects. The mental 
hospital institute, the mental hospital service, 
the hospital inspection service, and the study 
of psychiatric nursing are some of the spe- 
cial tasks that are well under way. A con- 
ference on psychiatric education is being or- 


ganized. There is fair prospect that we will 
be enabled to carry out an extensive and in- 
tensive study of the principles that should 
guide the design, construction, and equip- 
ment of mental hospitals and psychiatric 
units in general hospitals. 

It is a special hope of mine that, for the 
annual meeting, we can develop at least two 
general scientific sessions for the presenta- 
tion of work of interest to all psychiatrists, 
in which our unity of scientific and pro- 
fessional interest can be expressed, and 
cultivated. 

Joun C. Wuitenorn, M.D. 


PSYCHIATRIC EVIDENCE IN COURT 


In recent months in connection with cer- 
tain much publicized cases psychiatric testi- 
mony has again appeared in high relief as 
a question meriting careful appraisal and 
earnest effort in practical solution. 

Advances in thought and procedure have 
steadily been made. Albeit a valid and gen- 
erally accepted formula has not yet become 
definitely established and embodied in prac- 
tice. As matters stand it still happens, and 
can at any time, that the circumstances in- 
volved respecting such depositions may be 
such as to interfere with thoroughness and 
completeness of study, to render them ex 
parte and often conflicting. The result is 
very apt to be unclarity and confusion, with 
psychiatry appearing in decidedly poor light 
in the public and professional eye and the 
real issues concerned served imperfectly, if 
not actually disserved. 

Certainly in many instances psychopatho- 
logic aspects are most pertinent and oppor- 
tunity should be provided for the presenta- 
tion of such information in a scientific and 
acceptable way, with the matter of neutrality 
or objectivity beyond question. Also, in ad- 
dition to respondents, it would ideally be 
desirable if such appraisal could be available 
for certain others critical to the action, as 
particular witnesses. The proper channelling 
of psychiatric data could be enabled through 
recognition of the principle in legal rules 


with, among various possibilities, the ap- 
pointment of commissions of qualified ex- 
perts nominated by the courts and acceptable 
to defense and prosecution, to submit joint 
reports based on adequate examination and 
study. The ideal of course would be the 
setting up of special departments or facili- 
ties, as for example in Massachusetts, which 
routinely would function in such matters. 

In any event, a workable and progressive 
modus operandi is conceivable and it is urged 
that a serious attempt be made jointly by 
psychiatry and law scientifically and realisti- 
cally to study this question, formulate pro- 
cedure and work positively for its adoption 
in practice. That some such development 
will in time come about more or less of itself 
is of course likely. However, the present 
position of psychiatry would be significantly 
served and the social result realized much 
sooner and more effectively through con- 
scious, purposive approach now as opposed 
to waiting upon the slow, largely undirected 
and fortuitous process of laissez faire. Ac- 
cordingly, and as a first step, it is here sug- 
gested that a working committee representing 
the A.P.A. and the American Bar Associa- 
tion be set up to explore this question and 
make specific recommendations to be taken 
up and followed through by both professional 
groups. 


T. R. 
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NEWS AND NOTES 


AMERICAN ASSOCIATION ON MENTAL DE- 
FICIENCY.—The 74th annual meeting was 
held in Columbus, Ohio, May 16-20, 1950. 
Space on the program was rather equally 
divided between the fields of service neces- 
sary to provide a well-rounded program for 
the mentally deficient—medicine and psy- 
chiatry, psychology, education, social work, 
and administration. There were reports on 
research as well as discussion of problems 
and methods of procedure. 

The President, Mildred Thomson, empha- 
sized in her address, “Together,” the need 
for all interested in the mentally deficient 
both within and without the Association to 
work in a spirit of unity for their welfare. 
A committee was appointed to confer with 
representatives of the National Association 
for Mental Health soon to come into exis- 
tence, relative to the responsibilities in this 
field of each of these organizations. Impetus 
was given to the formation of a national or- 
ganization of groups representing parents 
of the mentally deficient. Action was ini- 
tiated for the formation of the American 
Foundation on Mental Deficiency, in order 
that greater research and action in this field 
might be stimulated. A method was pro- 
vided to make possible collaboration in this 
project by the parents’ organization if it so 
desired. 

The officers elected for the year 1949-50 
are: president, Richard Hungerford, M.A., 
Director, Bureau for Children with Retarded 
Mental Development, New York, N. Y.; 
president-elect, E. J. Engberg, M.D., Super- 
intendent, Minnesota School and Colony, 
Faribault, Minn.; secretary-treasurer, Neil 
A. Dayton, M.D., Superintendent, Mansfield 
Training School, Mansfield Depot, Conn. ; 
and executive vice-president, Lloyd Yepsen, 
Ph.D., Director, Division of Classification 
and Education, State Office Bldg., Trenton, 
5. 

The 1951 meeting, a second International 
Congress, will be held in New York City, 
May 21-26, and will be a celebration of the 
Diamond Jubilee of the organization. 


Seconp Menta Hospitat INstTITUTE.— 
The American Psychiatric Association an- 
nounces the Second Mental Hospital Insti- 
tute, to take place under the auspices of the 
A.P.A. Mental Hospital Service, at St. 
Louis, Missouri, October 16-19, inclusive. 
The First Institute, held in April, 1949, was 
attended by nearly 200 representatives of 
public and private mental hospitals in the 
United States and Canada. 

The program of the St. Louis Institute 
will give primary emphasis to joint discus- 
sions of problems falling within the four 
main areas of hospital operation. Co-chair- 
men for these divisions are as follows: Ad- 
ministration and Business Management: Dr. 
J. Fremont Bateman and Dr. Addison M. 
Duval; Community and Public Relations: 
Dr. C. Charles Burlingame and Dr. Frank F. 
Tallman; Clinical Practices and Problems: 
Dr. Karl M. Bowman and Dr. George E. 
Reed; Inservice Education and Training: 
Dr. Newton J. T. Bigelow and Dr. Harvey J. 
Tompkins. 

A fee of $50 will be charged, which will 
cover tuition and cost of daily luncheon and 
the banquet. Advance registration blanks 
may be obtained from the A.P.A. Mental 
Hospital Service, 1624 Eye St., N.W., 
Washington 6, D. C. 


DEATH OF Dr. TRIGANT Burrow.—Fol- 
lowing several months’ illness Dr. Trigant 
Burrow, director of the Lifwynn Founda- 
tion for Laboratory Research in Analytic 
and Social Psychiatry, in Westport, Conn., 
died at his home May 24, 1950. His age 
was 74 years. He had established the Lif- 
wynn Foundation in 1927 and there evolved 
an analytic type of group therapy to which 
be gave the name phyloanalysis. Dr. Burrow 
was the holder of an A.B. degree from Ford- 
ham University, M.D. from the University 
of Virginia, and a Ph.D. from Johns Hop- 
kins University. He was the author of sev- 
eral books dealing with various social aspects 
of psychology and psychiatry. Dr. Burrow 
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had been a Fellow of The American Psychi- 
atric Association since 1928. 


Dr. vAN OpHUIJSEN DriEs.—The death 
of Dr. J. H. W. van Ophuijsen from a heart 
attack, at the age of 68, occurred at his office 
in New York City May 31, 1950. 

A native of Sumatra and graduate of the 
University of Leyden, Dr. van Ophuijsen 
had come to this country some 15 years ago 
to teach at the New York Psychoanalytic 
Institute. He was also on the staffs of 
Mount Sinai and Lennox Hill Hospitals and 
of the Jewish Board of Guardians. Earlier 
in the present year he had been appointed 
director of the new Institute for Psychobio- 
logic Studies at Creedmoor State Hospital. 


ReEvisTA MEXICANA DE PsIQUIATRIA NEU- 
ROLOGIA Y NEUROCIRUGIA.—Volume 1, Num- 
ber 1, of this new bimonthly Mexican jour- 
nal appeared in May-June 1950. It repre- 
sents a continuation and expansion of the 
Revista Mexicana de Neurologia, Psiquiatria 
y Medicina Legal, which has been published 
since 1934. 

The Revista Mexicana is published in 
Mexico City, Calle de Genova 39, under the 
editorial direction of Dr. Samuel Ramirez 
Moreno, with the collaboration of Dr. 
Ramon de la Fuente Mufiiz as associate 
editor. 


New York STATE SERVICE BUILDING 
ProGRAM.—To meet the demand for in- 
creased accommodation in the mental hospi- 
tals of New York State, the Department of 
Mental Hygiene has under construction 
during the fiscal year 1950-51 the following 
projects, the additional bed capacity and cost 
being shown in each case: Binghamton, 
medical and surgical building, 768 beds, 
$6,468,562; Hudson River, medical and 
surgical building, 960 beds, $8,109,770; 
Letchworth, four infirmaries, 480 beds, 


$3,601,205; Middletown, disturbed patients 
building, 640 beds, $3,842,290 ; Newark, four 
infirmaries, 530 beds, $3,182,426; Utica, 
medical and surgical building, 718 beds, 
$5,000,000; Wassaic, additions to two in- 
firmaries, 104 beds, $783,378. 


| Aug. 

This makes a total expediture of $35,734, 
631 to provide 4,820 additional beds—more 
Further projects 
that will bring the total expenditure to per- 
haps double the above amount are now in 


than twice prewar costs. 


the planning stage. 


AMERICAN COLLEGE OF PHYSICIANS.— 
This group will conduct its 32d Annual Ses- 
sion at St. Louis, Mo., April 9-13, inclusive, 
1951. Secretaries of medical societies are 
especially asked to note these dates and, in 
arranging meeting dates of their societies, 
to avoid conflicts with the College meeting 
for obvious mutual benefits. 


AMERICAN PsYCHOANALYTIC ASSOCIA- 
TION.—At the annual meeting in Detroit, 
April 28-30, 1950, the following officers 
were elected to take office in May 1951: 
president, Dr. Robert P. Knight, Stock- 
bridge, president-elect, Dr. Ives 
Hendrick, Boston, Mass.; secretary, Dr. 
LeRoy M. A. Maeder, Philadelphia, Pa. ; and 
treasurer, Dr. William G. Barrett, San 
Mateo, Calif. Four councillors-at-large were 
elected: Dr. Leo H. Bartemeier, Detroit; 
Dr. Grete L. Bibring, Cambridge, Mass.; 
Dr. Douglass W. Orr, Seattle, Wash.; and 
Dr. Emanuel Windholz, San Francisco, 
Calif. Miss Anna Freud, London, England, 
was elected an Honorary Member. 

The current officers continue in office until 
the opening of the annual meeting in 1951: 
president, Dr. M. Ralph Kaufman; presi- 
dent-elect, Dr. Robert P. Knight; secretary, 
Dr. LeRoy M. A. Maeder; and treasurer, 
Dr. William G. Barrett. The next meeting 
of the Association will be held at the Wal- 
dorf-Astoria Hotel, New York City, Dec. 
7-10, 1950. 


Mass. ; 


Socratry CHANGES NAME.—This journal 
now bears the name of Group Psycho- 
therapy. The original policy of the journal, 
to develop foundations of a mass psychopa- 
thology and mass psychiatry, is not altered, 
but the emphasis is now placed upon the 
more immediate objective, the theory and 
practice of group psychotherapy. The board 
of contributing editors will be enlarged to 
indicate the broadened outlook. 
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PROGRAM FOR 1951 MEETING OF THE AMERICAN 
PSYCHIATRIC ASSOCIATION 


The Committee on Program invites cor- 
respondence about (1) papers that might 
be presented, (2) topics for round table dis- 
cussion, (3) scientific exhibits, and (4) films 
of hospital activities. 

Authors offering papers for presentation 
at the annual meeting in Cincinnati should 
forward by November 1 an abstract of 
their papers in some 200 words to the Pro- 
gram Committee. Each abstract should give 
a fair picture of the content of the paper and 
the treatment of the subject. This will be 
considered by the whole Committee at its 
meeting early in November. 


Authors will be notified shortly thereafter 
whether the paper was considered suitable. 
The deadline is November 1, 1950. 
Please write to any member of the Com- 
mittee. 
Davin A. Younc, Chairman 
G. Kirspy CoLiier 
Jean G. N. CusHING 
Travis E. DANCEY 
ALBERT H. FECHNER 
Epwin F. GILpEA 
MAXWELL GITELSON 
A. Horwitz 
Tuomas A. RENNIE 


BOOK REVIEWS 


Tuomas W. SALMON, PsycHIATRist. By Earl D. 
Bond, M.D. (New York: W. W. Norton & 
Co., Inc., 1950.) 


Here is the story of a very great man—he was 
the Lincoln of psychiatry. A man of no preten- 
sions, asking nothing for himself, he drew together 
dissonant factions, and helped all who met him to 
be their best selves. He valiantly fought the battle 
of psychiatry when victory seemed far off, and his 
dramatic death deprived him of the knowledge of 
his success. It almost seems that he had a premo- 
nition this would happen, for he once said that 
those who accomplish most for mankind seldom 
have the opportunity of knowing that their efforts 
were worth while; that if a man wanted to be sure 
that his life work was successful, he should be a 
dentist and pull abscessed teeth. 

Dr. Salmon inspired immediate faith and courage 
in patients and colleagues alike. They felt that he 
was strong, firm, kind, understanding, resourceful, 
and protective. He was the universal, the perfect 
father image. His was the gift of propounding 
illuminating questions and, in time of crisis, of 
finding positive and effective solutions. He spoke 
simply, convincingly, and to the point. He once 
said, “Help a man to find what is best for him, 
then cement this forte to his personality by mobiliz- 
ing his useful emotions.” He never hesitated to 
step into a situation with two strikes against him, 
plus a hostile audience; with victory achieved, he 
made others feel that the success was theirs. 

Prior to World War I he originated and imple- 
mented the sound mental hygiene policies that are 
today the basis of the progressive mental health 
program of America. During the war he took a 
group of inexperienced young doctors, inspired and 
molded them into dynamic physicians who have 
made psychiatry in the United States what it is 
today. This is the man who dared ignore the order 
of General Pershing to appoint an inadequate 
physician to the command of a mental hospital in 
France. When reprimanded he said, “General, I 
just could not do it; the man is no good. I had 
the courage to ignore your order when I thought 
how sad it would be if your son were in that hospi- 
tal under that man’s care.” General Pershing 
smiled and said, “The next time you ignore my 
order, I may send you home.” 

This great physician gave his complete and un- 
divided attention to any patient under his care— 
each patient felt that Dr. Salmon’s every thought 
was for him. He was frequently late in keeping his 
appointments, yet those who had been inconveni- 
enced nearly always felt that he had been worth 
waiting for. 

After the war he might have made a fortune in 
private practice, but he seldom sent bills, and when 
he did they were modest ones. This was so charac- 
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teristic that one patient, knowing that his greatest 
relaxation was sailing, presented him with a yacht; 
this he accepted only so he might use it for his 
patients and medical friends. He constantly gave 
his practice away to young colleagues, with the 
result that the more he referred patients to others 
the greater was the demand for his own services. 

He believed that many of the individual prob- 
lems of mankind could not be entirely solved by 
medicine, psychiatry, and religion; that each per- 
son could find a large measure of health and happi- 
ness in the enjoyment of nature, the love of other 
human beings, and the pleasure to be found in the 
simple things of life. 

Dr. Salmon’s own life was a drama of the first 
magnitude, a fact that was concealed by his studied 
avoidance of the spectacular. He appealed to the 
individual for the individual’s best interest rather 
than to the masses for his own aggrandizement. 
His influence was the unobtrusive yeast that effec- 
tively leavened psychiatry. Thomas W. Salmon 
truly deserves to be called a great physician, with 
all that this term connotes. 

Dr. Bond is eminently fitted to write the life of 
Dr. Salmon. He knew him well; he has studied 
his life carefully and has written an accurate and 
most interesting history. The description of early 
years, unhappy childhood, ill health, and the strug- 
gles of the orphaned youth to obtain an education, 
with the innumerable frustrations he had to meet 
when psychiatry was still the “Cinderella of Medi- 
cine,” are sympathetically portrayed. Salmon was 
“an ambassador for mental hygiene,” a fearless 
spokesman for military psychiatry and the after- 
care of veterans, an interpreter for legal offenders, 
a champion of children, a teacher and a leader. 
“Because he had in him a shining light, because 
he was impatient with anything or any one who in 
any way lessened the freedom and dignity of a 
human being, and because he spoke for so many 
who could not speak for themselves, those who 
knew him were willing to follow him in peace and 
in war.” 

“Today every bit of Salmon’s life has meaning. 
After all these years his standards have not 
been met and his vision has not been matched.” 

It is significant that the understanding loyalty 
and esteem of his colleagues are expressed not in 
bronze but in the Salmon Memorial Lectures that 
advance the cause in which he was a valiant 
pioneer. 

Physicians and others interested in medicine and 
mental health will find enjoyment and inspiration 
in Dr. Bond’s biography of this great pioneer in 
psychiatry. 

WituiaMm B. Teruune, M.D., 
New Canaan, Conn. 
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Doctors oF INFAMY—THE Story oF THE Nazi 
MepicaL Crimes. By Alexander Mitscherlich, 
M.D., and Fred Mielke. (New York: Heyry 
Schuman, 1949.) 


The content of this book is a summary of the 
Nazi medical crimes, as determined by Military 
Tribunal No. 1, Nuremberg. The trial opened on 
December 8, 1946, and lasted 139 days. Of the 23 
defendants indicted and arraigned before the war 
crimes tribunal, 20 were physicians. 

Included are statements by Andrew C. Ivy, M. D., 
Vice-President, University of Illinois and Medical 
Scientific Consultant to the Prosecution, Military 
Tribunal No. 1; Telford Taylor, Brigadier General, 
U. S. Army, Chief of Counsel for War Crimes; 
Leo Alexander, Psychiatrist, Consultant to the 
Secretary of War and to the Chief of Counsel for 
War Crimes; and a Note on Medical Ethics by 
Albert Deutsch. 

The following excerpts contain comments and 
conclusions based on the trial: “Were the criminal 
medical experiments carried out in Nazi Germany 
of any real scientific value? As a matter of fact 
they were not.” “.... the purposes and goals to 
be attained were not scientific or human, but politi- 
cal goals—including the propagation of the fantastic 
mythology of racism.” “None were motivated by 
the spirit of the true scientist, namely, to seek the 
truth for the good of humanity.” “These experi- 
ments revealed nothing which civilized medicine can 
use. It was, indeed, ascertained that phenol or gaso- 
line injected intravenously will kill a man inexpen- 
sively and within sixty seconds.” “These experi- 
ments were not the isolated and casual acts of 
individual doctors and researchists working solely 
on their own responsibility, but were the product 
of coordinated policy-making and planning at high 
governmental, military, and Nazi Party levels, con- 
ducted as an integral part of the total war effort. 
They were ordered, sanctioned, permitted, or ap- 
proved by persons in positions of authority who 
under all principles of law were under the duty 
to know about these things and to take steps to 
terminate or prevent them.” “From 1942 on experi- 
ments performed on concentration-camp prisoners 
were openly presented at medical meetings.” “It 
was left to the Nazi dictatorship to make medical 
science into an instrument of political power, a 
formidable, essential tool in the complete and ef- 
fective manipulation of totalitarian control. This 
should be a warning to all civilized nations, and 
particularly to those individuals who are blinded by 
the ‘efficiency’ of totalitarian rule, under whatever 
name.” “Nazi fanatics thought of the S S as a new 
aristocracy. But, in Gebhardt’s words, it was also 
‘an instrument of power that could be misused for 
the best and for the worst.’ This makes of it a 
model for an organizational stage of civilization, in 
which the individual no longer makes the ultimate 
ethical and moral decisions, nor answers for them, 
but allows himself to be pushed around. It is this 
escape to guardianship that ushers in dictatorship. 
Freedom, frivolously surrendered, comes back to 
roost in the shape of tyranny.” “Seven defendants 


were acquitted, and several of the acquittals were 

based expressly upon a rigorous determination on 

the part of the Tribunal to give the ‘presumption of 
innocence’ full weight.” 

Out of the trial developed the Geneva version of 
the Hippocratic Oath. 

GLENN E. Myers, M.D., 
Compton, Calif. 


De PsYCHOPATHIEEN (PsycHopATHY). Third Edi- 
tion. By E. A. D. E. Carp, M. D., and A. H. 
Fortanier, M.D. (Amsterdam: Scholtema and 
Holkema, 1948.) 


Those who are inclined to look with a sort of 
contempt on all classification as being “mere 
pigeon-holing” would be surprised at the extent 
to which the “official” A.P.A. classification, if 
properly applied, has retained its usefulness during 
the last two decades that have brought so many 
changes in our psychiatric thinking. The classifica- 
tion critics usually also consider the diagnosis 
psychopathic personality as one of those proverbial 
wastebaskets that we use for getting rid of some- 
thing for which we have no other place. 

The psychopathic group is differentiated from 
other conditions by a number of criteria, as: normal 
intelligence (from mental deficiency), absence of 
disturbing environmental influences during child- 
hood (from the primary behavior disorders), lack 
of manifestations of guilt and of suffering caused 
by their abnormality itself (from the psychoneu- 
roses), absence of signs of organicity and of spe- 
cific deterioration (from psychotic processes). 

What happens if one fails to make use of these 
criteria is clearly demonstrated in Dr. Carp’s book. 
Dr. Carp is professor of psychiatry at the Leiden 
University Medical School. The volume under 
consideration is evidently one of a series which 
together, I assume, will form a standard text on 
psychiatry. It discusses the concept of psycho- 
pathy, the structure of the psychopathic person- 
ality, and the influence of constitution, environ- 
ment, and illness on the development of psycho- 
pathy. It gives a “static-dynamic” classification 
and a clinical description of the various forms of 
psychopathy (written by the co-author, A. H. 
Fortanier, M.D.). It devotes an important chapter 
to the psychoses that may develop on the psycho- 
pathic soil, discusses mental deficiency as a social 
and criminologic problem, and winds up with a 
chapter on treatment and rehabilitation of psy- 
chopaths. Thus, the volume contains an enormous 
amount of information and refers to the work 
of many authors, mostly German. Practically no 
attention is paid to American contributions to this 
field. The author evidently endeavors to be as 
impartial as possible but listing all pros and cons 
often creates the impression of a mere enumeration 
of views, which may become confusing and certainly 
prejudices the book’s readability.1 

It may create some surprise to learn that Dr. 
Carp does include mental deficiency in the group of 


1 An inordinately large number of typographical 
errors have been left uncorrected. 
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psychopathic disorders. This may be explainable 
as follows. Even in this country a bad habit has 
crept in that identifies psychopathy with delinquency. 
Since we include in the psychopathy group, in addi- 
tion to amoral, asocial, and antisocial behavior, 
pathologic emotionality and pathologic sexuality, 
that one-sided identification must create confusion. 
The reader will be repeatedly bewildered by some 
of Dr. Carp’s statements, till he reminds himself 
of the possibility that the author has fallen a vic- 
tim to the bad habit of the one-sided identification 
above mentioned. Maybe the numeric superiority 
of the “delinquency” group explains why this error 
is made so often. 

Of great importance is an inconsistency of which 
Dr. Carp is guilty rather too often. There can be 
no doubt as to his conviction that psychopathy is 
a constitutional disorder. In proof I may cite prac- 
tically verbatim statements like: the pure psycho- 
pathic syndromes develop on an endogenous, bio- 
logically and hereditarily determined basis; or, 
psychopathy is independent of environmental influ- 
ences. Such statements occur over and over again. 
Nevertheless the author often speaks of the in- 
fluence of environmental circumstances on the 
development of psychopathy. This inconsistency 
has crystaized in a new term which Dr. Carp 
introduces—‘“psychopathetisation”—to indicate the 
stimuli that lead to the appearance of psycho- 
pathic behavior. While we may occasionally diag- 
nose a case of behavior disorder as primary and 
discover later that the symptom picture hid an 
underlying and inherent personality disorder, it 
would be erroneous to assume that the entire 
behavior disorder was an expression of the under- 
lying abnormality and that circumstances created 
the psychopathy. 

For the experienced person Dr. Carp’s book is, 
regardless of these criticisms, a rich source of 
information. Even if one does not agree with 
his opinions—at times one can very heartily—the 
chapter on psychopathic personality types with a 
number of summaries of case histories is a fasci- 
nating one. Even if one doubts the wisdom of 
discussing, as fully as he does in a textbook on 
psychopathy, the psychotic conditions that can de- 
velop on a psychopathic soil, this chapter, too, 
makes interesting reading. The book is not for 
students, nor for prospective specialists in psychi- 
atry, but the experienced psychiatrist will read it 
with interest and enjoy some of Carp’s personal 
views. 

J. H. W. van Opnutyjsen, M. D., 
New York City. 


It Sonno (SLEEP). By Agostino Rubino. (Naples: 
V. Idelson, 1949.) 


In these two volumes the author deals very ex- 
tensively with the subject of sleep. He describes 
in detail the mechanisms underlying the state of 
sleep and the associated bodily changes, which he 
categorized under the headings of neurological, 
humoral, pharmacological, endocrinological, and 
metabolic. There is considerable discussion regard- 


ing the “regulatory centers of sleeping and waking,” 
which he locates in the diencephalon and relates 
to the endocrine glands, particularly the hypophy- 
sis; he thus speaks of the diencephalo-hypophyseal 
system. Experimental work is described including 
various lesions and stimulation experiments of the 
hypothalamic areas by electrical and chemico- 
pharmacological means. Anatomical and physio- 
logical aspects of the cortico-hypothalamic connec- 
tions are presented in their relationship to the 
waking and sleeping states. 

In addition to a presentation of the experimental 
material and observations in detail the author dis- 
cusses the many theories regarding sleep and con- 
cludes that the problem of sleep could be solved 
only by means of an objective analysis of the va- 
rious hypotheses and factual data relating to it. He 
believes that there is a fundamental biological basis 
for the phenomenon of sleep. Thus, the sleep and 
waking cycles are intimately connected with meta- 
bolic rhythms, which are characterized by the two 
extremes of anabolic and catabolic activity, of which 
the sleeping and the waking states are partial mani- 
festations and functional expressions. 

However, the author points out that, in spite of 
the accumulation of considerable experimental data 
that may give some comprehension regarding the 
problems of sleep and its biological significance, 
exact scientific results have their limitations and 
beyond these limitations one can resolve problems 
only by hypothesis or by “intuition.” In the opinion 
of the reviewer such an expression by the author 
suggests the confusion that exists regarding an 
adequate explanation of sleep in the light of ex- 
perimental data already obtained. Perhaps this 
confusion could be partially avoided by eliminating 
the need to explain the “ultimate biological sig- 
nificance” of sleep, much as the scientific observer 
would refrain from attempting to solve “the prob- 
lem of life.” 

This book represents a fairly complete text on 
the subject of sleep; it includes considerable experi- 
mental material, a historical survey of the theories 
of sleep beginning with Aristotelian views, and an 
excellent bibliography. It is commended as a ref- 
erence text. 

BerNArD L. Pacetra, M. D., 
New York City. 


TECHNIQUE OF TREATMENT FOR THE CEREBRAL 
Patsy Cuitp. By Paula F. Egel. (St. Louis, 
Mo.: C. V. Mosby Co., 1948.) 


This book presents the physical therapy methods 
and procedures used in the treatment of cerebral 
palsy by Dr. Winthrop M. Phelps. The descrip- 
tions of the various exercises and the associated 
illustrations are excellent and praiseworthy for 
their clarity. The proposed musical accomplement 
for conditioned motion is most suited for the 
younger child. 

Being intended primarily as a guide for the 
therapist, the book is written from a therapeutic 
rather than a diagnostic viewpoint. However, it 
does contain a practical, concise classification and 
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description of the 5 main types of cerebral palsy, 
namely, the spastic, athetoid, tremor, ataxic, and 
rigid. 

Therapy is divided into 15 specific phases or 
modalities. Each phase is fully described and the 
indications for its use well formulated as to the 
type of cerebral palsy to be treated. The subject 
of differentiation of cerebral palsy muscles, diag- 
nostic tests, and muscle grading will be of value to 
anyone interested in this type of patient. The 
author, being a therapist, points out the aims and 
important factors to be aware of in the actual 
treatment. 

There is a long list of apparatus and equipment, 
of which the indications and uses could be more 
clearly defined. The rdles of occupational therapy, 
physical education, play activity, speech therapy, 
and surgery are not discussed. Braces and ap- 
pliances are mentioned but the type and recom- 
mendations not specified. ‘ 

Some of the terminology may raise a question 
in the minds of certain physicians and therapists, 
but it must be remembered that the nomenclature 
in cerebral palsy is far from uniform. 

JosepH K. Linx, M.D., 
Institute of the Pennsylvania Hospital, 
Philadelphia. 


Work ADJUSTMENT IN RELATION TO FAMILY BAcK- 
GROUND. By Jeanette G. Friend and Ernest A. 
Haggard. (Stanford: Stanford University 
Press, 1948.) 


This study grew out of the experiences of the 
Vocational Guidance Department of the Family 
Society of Boston, the largest local social agency. 
During the depression the Family Society set up a 
service that specialized in the counseling of clients 
who asked for help with employment problems. 
Later the extensive social records of these clients 
were compared and the results of the aptitude tests 
to which they had been subjected in the process of 
vocational counseling were scrutinized. A need 
was felt for a better understanding, not only of 
the client’s ability to perform a certain job well, 
but of the general circumstances under which this 
job could be done well and of the forces within 
the individual that made him fit or unfit to do this 
job. Work adjustment was defined as the balance 
between the satisfaction that the individual is seek- 
ing from his work and the satisfaction it provides. 
The study reported here was designed in order to 
find out more about the conditions under which such 
satisfaction took effect or failed. The following 
major questions were asked: What are some of 
the critical characteristics or factors in the his- 
tory of clients who have adjusted well consistently ? 
What are the incentives or subjective factors that 
make people of equal ability work with different 
results ? What is the relationship of the individual’s 
early personal development to the needs that he 
anticipates his job will gratify? The ideal goal of 
the study was set at working out “a conceptual 
basis for matching jobs to the personality of the 
worker as well as to his aptitudes.” Toward this 


end 80 records were broken down by means of a 
rating scale comprising 173 factors under 7 major 
headings, which contain, beside identifying data, 
categories pertaining to (1) early life; (2) mature 
or current family life; (3) early or beginning jobs; 
(4) response to counseling; (5) personality pat- 
terns and general work reaction; (6) reactions to 
specific conditions of work; (7) general work ca- 
pacities, adjustment, and improvement. 

The authors properly give warning of selective 
factors that might be operative in this sample: the 
sample was taken at the height of the depression; 
work conditions were unusually bad; not everybody 
came to find help in just getting a job, and not 
everybody who needed help came. After weighing 
these and other factors, the authors conclude that 
their sample is probably roughly representative of 
the general working population of this country. It 
will not easily be possible to exceed a sample as 
large as the one used, except under the conditions 
of a specially planned, endowed, and staffed re- 
search project. Population problems of this kind 
hence will be common to most studies of such in- 
tent. We must be aware nevertheless that we would 
probably gain a lot from a more detailed scrutiny 
of socio-economic and sociocultural factors in such 
a research population and conversely of the use of 
such a scrutiny for sampling. Nor should regional 
factors be overlooked completely. 

The crucial technical problem of translating the 
anecdotal wealth of case records into quantifiable 
individual categories was solved by having the 
material rated by three independent judges familiar 
with the problems at hand. Statistical correlation 
of these ratings, it was hoped, would suggest the 
psychological significance of the factors involved. 
The main body of the book is devoted to the tech- 
nical treatment of these data, the relationship of 
the highs and lows in adjustment, achievement, and 
improvement under counselling. A number of strik- 
ing findings were gleaned from this analysis. The 
families of the highly adjusted group, for instance, 
were found to be closely knit and strongly unified, 
whereas the families of the badly adjusted group 
showed lack of “togetherness.” Consequently, the 
feeling of relationship with others was strong in 
the high and weak in the low group. In their 
family lives, the highs tended to be more active in 
their decisions without relying on others, which 
was exactly what the lows tended to do. The sense 
of belonging apparently protects the well-adjusted 
ones and leaves the less adjusted ones alone and 
vulnerable in maintaining work equilibrium. Thus 
it will not be surprising that the highs are much 
more able to think constructively and affirmatively 
about their jobs, analyze the advantages and dis- 
advantages of a given situation and follow it through 
with the counseling suggestions that were given to 
them. The lows showed a distinct tendency to de- 
feat themselves and spoil their job chances, fre- 
quently shown in excessive drinking, quarreling, 
and illness. This attitude of self-sabotage again 
seems to be related to parental rejection, antago- 
nism toward the father, resentment of both depen- 
dence and domination of families, rigidity, and fear 
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of failure. The highs showed marked signs of a 
sense of the fundamental reciprocal relation between 
giving and taking, which the overly impulsive lows 
were lacking. The ability of the highs for counter 
action, that is, to struggle persistently against ob- 
stacles, was found to be a crucial determinant of 
adjustment. Certain natural clusters of items 
emerged. People of marked personal instability 
tend to revive their early family pattern ir their 
own present family life. Those who now feel 
shunted aside also had the greatest antagonism 
against both parents. Moderate rivalry with one’s 
brothers or sisters seemed to relate with a favor- 
able attitude toward competition in jobs; intense 
rivalry, it seemed, led to the neurotic avoidance of 
competition. 

A further section is devoted to the question: 
What is a good job, and for whom is a “good” job 
really good? For a long time the emphasis on 
vocational research has been on aptitudes that were 
supposed to make a person fit for a job. But when 
examined “the factors contributing appreciably to 
the valuing of his job... .” seemed again to 
“square with his [the applicant’s] particular needs 
as an individual and have a basis in his personal 
history.” Two case studies help to illustrate this 
point. 

The importance of this study lies in the progress 
that it marks from a preoccupation with the mea- 
surement of aptitudes (such as manual dexterity ) 
in a psychological vacuum to the meaningful con- 
vergence of personality and job. This book adds 
to the important studies of Roethlisberger, Mac- 
Gregor, and others, throwing new light on an array 
of problems ranging from individual adjustment to 
industrial peace. In spite of its slight size it makes 
a major contribution through its methodolog- 
ical approach, which is one of the few in this field 
making successful use of the benefits to be derived 
from statistical techniques. The results thus gained 
are even more important: they concern everybody 
in the field of industrial medicine and industrial re- 
lations and beyond that every student of the psycho- 
dynamics of personality as they are reflected in one 
of the major aspects of adult adjustment: in the 
attitude toward one’s work. 

FREDERICK Wyatt, Pu. D., 
Cushing VA Hospital, 
Framingham, Mass. 


CASE STUDIES IN THE PSYCHOPATHOLOGY OF CRIME. 
Volumes 3 and 4. By Ben Karpman, M.D., 
(Washington, D. C.: Medical Science Press, 
1948. ) 

These two volumes are a continuation of Dr. 
Karpman’s researches into the psychogenic factors 
behind criminal reactions. The previous publica- 
tion, Volume Two, was reviewed in the JOURNAL 
by Dr. G. L. Jones. 

The 4 volumes in this series are a unique con- 
tribution to the annals of criminology, unique in 
the published information relating to each patient 
and surely unique in the time and effort that Dr. 


1Am. J. Psychiat., 105: 75, 1948. 


Karpman must have devoted to the individual 
patient. 

The researches have been carried out in the de- 
partment for criminal insane of Saint Elizabeth's 
Hospital, Washington, D. C. In each volume, 4 
cases are reported of persons convicted of murder. 

The published material relating to each case in- 
cludes the official record, which is similar to the 
routine history in a psychiatric hospital, and the 
“case study proper.” Of the latter, Dr. Karpman 
says (page xiv), “The approach and the method 
adopted here are mainly those of psychodynamics 
or psychogenetics, an orientation derived from the 
original psychoanalytic method and concepts, but 
modified to suit the particular situation existing 
with reference to crime, which is a highly special 
type of psycho-social reaction.” 

The case studies presented in these volumes are 
a valuable exposition of the psychopathology of 
criminal behavior. 

The author is on more controversial ground in 
the “general preface” (which is the same in each 
volume ). 

For example, not everyone would concur in the 
following statement (page xxix): “There is little 
doubt by now that criminals can be cured by 
psychotherapeutic means; but that is only another 
way of saying that they are emotionally sick people. 
Psychotherapy offers the one hopeful approach to 
the treatment of the criminal.” 

This reviewer does not believe that the foregoing 
statement is a reasoned or necessary deduction 
from the case studies presented by the author. The 
preface is bristling with assertions of this nature, 
including a few sideswipes at the sociologists. Some 
of these sweeping and unsupported assertions de- 
tract from the value of an otherwise magnificent 
series of case studies. 

K. G. Gray, M.D., 
Toronto Psychiatric Hospital. 


PERSONAL CHARACTER AND CULTURAL MiLiEu: A 
COLLECTION OF ReEapINGS. Revised Edition. 
Compiled by Douglas G. Haring. (Syracuse 
University Press, 10948.) 


This collection of readings has a twofold aim. 
The principal purpose is to provide the student of 
the interrelationship between personality and cul- 
ture with a variety of papers or extracts from 
books bearing upon this topic. A second, and prob- 
ably subsidiary aim, is to provide readings on the 
“concepts, goals and field techniques of anthro- 
pology..... 

Part One, Some Aspects of the Anthropological 
Approach to Personal Character: Introductory 
Readings, attempts to pursue the subsidiary aim and 
consists of an introductory statement, 5 papers 
on social anthropology, one on “Science and Social 
Phenomena,” and one giving “a tentative definition 
of a person.” Practical considerations of postwar 
teaching with library facilities unequal to student 
demands were probably responsible for the inclu- 
sion of this part. In the brief space devoted to it, 
the purpose is admirably accomplished. 
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Of the 7 papers, 3 are by the compiler of the 
volume, the others by Franz Boas, Branislaw 
Malinowski, Clyde Kluckhohn, and Mary E. John- 
son. These form a very useful collection constitut- 
ing a stimulating introduction to anthropology. 

Part Two, the main part, following the compiler’s 
foreword, consists of 29 papers. The selection was 
limited by space and “from a desire not to dupli- 
cate the contents of two important books in the 
same or related fields.” The latter consideration 
accounts for the omission of some significant con- 
tributions to the subject. On the positive side, the 
collection is extremely varied. There are specific 
studies, of which the following titles may serve as 
examples: Cora duBois, “Attitudes Toward Food 
and Hunger in Alor’; Clyde Kluckhohn, “Some 
Aspects of Navaho Infancy and Early Childhood” ; 
and Frances W. Underwood and Irma Honigmann, 
“A Comparison of Socialization and Personality 
in Two Simple Cultures.” There are also more 
general papers of which examples are: Gregory 
Bateson, “Some Systematic Approaches to the 
Study of Culture and Personality”; Abram Kar- 
diner, “The Concept of Basic Personality Struc- 
ture as an Operational Tool in the Social Sciences,” 
and Margaret Mead, “The Implications of Cul- 
ture Change for Personality Development.” It is 
of particular advantage that A. Irving Hallowell’s 
“Psychological Leads for Ethnological Field Work- 
ers,” until now available only in mimeographed 
form, is included. These samplings are at random, 
and not intended by the reviewer to be selective. 

Any selection of readings on as comprehensive a 
subject as the present one is of necessity arbitrary 
in the sense that no two compilers would choose 
the same papers, and no one can justify abstractly 
the omission of some and the inclusion of others. 
The present collection is excellent. It represents 
many significant points of view, includes illuminat- 
ing individual studies, and contains nothing unim- 
portant. It provides an introductory view of the 
whole field that should be useful, not only for the 
college undergraduate, but for all those who are 
interested but who lack the time or opportunity to 
search and select from the original volumes and 
scientific periodicals. 

Probably to economize on expense and to save 
time, each contribution is reproduced by a photo- 
lithographic process. Physically this diminishes 
the attractiveness of the volume, but the practical 
considerations are sufficient to explain it. 

G. Gorpon Brown, Pu. D., 
Dept. of Anthropology, 
University of Toronto. 


NorMAL AND ABNORMAL Psycuo.ocy. By J. Ernest 
Nicole. (London: George Allen & Unwin Ltd., 
1948. ) 


This book represents a rather ambitious project: 
to cover both psychology and pyschopathology in a 
manner that will be useful to nurses and to students 
in other fields related to medicine and psychiatry. 
It seeks to encompass this aim in less than 100 
pages and in a fairly eclectic manner. It should not 


be surprising that the attempt falls short of per- 
fection. Many statements are made that would not 
find general acceptance on this continent, some of 
these probably because of the different manner of 
expression and differing social forms in Great 
Britain. There is also an impression of dull ped- 
agogy about the book rather than a living account 
of persons in health and illness, which would be 
more stimulating to the students for whom it is 
intended. It does present a very balanced coverage 
of the highlights of medical psychology, including 
physical, constitutional aspects, and Freudian and 
non-Freudian psychodynamics in judicious propor- 
tions, without bothering the student with too much 
that is controversial. Along these lines it should 
prove useful, as indicated in the preface, for “stu- 
dents who need to show a knowledge of psychology 
in the examinations. .... 

The “normal” psychology part of the book is quite 
brief. It is oriented around McDougall and Pavlov, 
together with the cataloguing of various mental 
faculties. It lacks the cohesion of a gestalt or field 
approach that would better prepare the student for 
the dynamic material in the “abnormal” part. It 
also falls short in the presentation of details about 
intelligence testing, and fails to make any direct 
mention of projective techniques, although an under- 
standing of the work done by the clinical psycholo- 
gist might be expected among the minimum of 
practical psychology to be known by someone in an 
allied profession. In spite of these several features, 
which reduce one’s enthusiasm for the book as an 
elementary text, one feels respect for the amount 
of material covered and for the sensible balance of 
the author. 

W. Ross, M.D., 
Cincinnati, Ohio. 


BioSYNTHESIS: First STATEMENT OF A CONFIGU- 
RATIONAL PsycHoLocy. By Francis J. Mott. 
(Philadelphia: McKay Co., 1948.) 


“Biosynthesis,” says the author in his foreword, 
“is an art of human integration based upon the 
demonstration of a single, simple configuration 
superordinate to all things, and reflected in their 
nature.” It is “the exposition of a religion that 
needs no faith; of a science that is without ma- 
terialism; of a psychology that is devoid of 
guesswork.” 

The author has discovered, or perhaps con- 
structed, a cosmology that must be regarded as a 
serious effort of an intelligent, well-trained mind. 
This cosmology discerns a process basic to all phe- 
nomena in the universe, the demonstration of this 
process being the purpose of the author’s monistic 
system. Therefore his psychology, being subsumed 
under the system, is presented in this book in the 
general context of the cosmology. Other implica- 
tions of the system, having to do with fundamental 
solutions or problems in politics, morals, and re- 
ligion, have been treated by Mr. Mott in other 
publications. 

The first section of the book demonstrates the 
universal process, a fourfold dynamism of an inter- 
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acting nucleus and sphere, at many levels of in- 
tegration of nature. The second section discusses 
the methodology (dream interpretation) by which 
the author obtains evidence for the presence of 
the Universal Configuration in psychological data. 

According to Mr. Mott, the fetus, rhythmically 
moving as a nucleus in the peripheral womb, is in 
a typical and perfect configurational position. His 
expulsion down the birth canal causes a funda- 
mental disequilibrium which he never gets over, 
which haunts his dreams, and which motivates his 
subsequent activity—his efforts to reestablish an 
equally perfect equilibrium. 

Mr. Mott concludes: “The socialized forebrain 
of man has become disintegrated and its sense of 
unity impaired by the uncontrolled opinionation of 
modern social life..... Biosynthesis shows us 
clearly where our earliest sense of unity was gen- 
erated (in utero). The fetus basks in the pure 
light of the Universal Design. But man needs not 
to go back to find unity. He needs to go forward to 
it on the new (cerebral) level, and there to find 
again what he now too often seeks in the lost past. 
If our social and intellectual life be barren, that 
is simply because we have lost touch with the 
direct superordination of the Grand Configuration. 

“It is towards a new and living link with this 
superordinate power that biosynthesis points. For 
the Creator is a Living Configuration from which 
the nature of man himself is derived, and to be in 
touch with the Source is the Ultimate end of man.” 

An individual who has read and accepted Mr. 
Mott’s work will see the mass of cold, hard facts 
about him not as a mass of whimsical, wandering, 
potentially dangerous “eaches,” but as a smooth, 
harmonic “all.” The perception and acceptance of 
the presence of this universal harmony, or con- 
figuration, particularly in one’s ego to be in accord 
with it, gives peace and efficiency. This, as I under- 
stand it, is biosynthesis. 

This type of psychology and psychotherapeutics 
is as old, at least, as the Upanishads. Mr. Mott’s 
system is only one of several systems of psychology 
that have been presented to us with universal cos- 
mological extensions, and oversimplification. Such 
systems have use insofar as they explore peripheral 
phenomena, which our theory must take cognizance 
of and explain. 

But in the large, such systems must meet the 
same criticism that William James made of Hegel’s 
absolute system: 

“Tt is useless for deductive purposes. It gives 
us absolute safety if you will, but it is compatible 
with every relative danger. Whatever the details 
of experience may prove to be, after the fact of 
them the absolute will adopt them. It is an hy- 
pothesis that functions retrospectively only, not 
prospectively.” 

Rosert Levy, M. D., 
Bellevue Psychiatric Hospital, 
New York. 


PsycHODYNAMICS AND THE ALLERGIC PATIENT. 
By Harold A. Abramson, M.D. (St. Paul, 


Minn.: The Bruce Publishing Company, 1948.) 


This little volume of 81 pages is a record of the 
first steps taken to bring together two diverse 


groups of specialists for the avowed purpose of 
each hearing what the other had to say. The two 
specialties involved were those of allergy and psy- 
chiatry. The occasion for this event was a panel 
discussion at the third annual meeting of the Ameri- 
can College of Allergists held in Atlantic City, 
N. J., in June, 1947. 

By this action “it was possible to take the first 
step in the consideration of the coordination of the 
discipline of applied immunology and of psycho- 
dynamics on the same program.” The credit for 
bringing this historic event to pass rests entirely 
with the Board of Regents of the American College 
of Allergists. 

The major presentation is the paper which intro- 
duced the meeting entitled “Psychodynamics and 
the Allergic Patient” by Harold A. Abramson. 
There then follows a transcription of the panel 
discussion by a group of prominent psychiatrists 
and allergists. There is also included in the volume 
a short preliminary chapter on the psychosomatic 
aspects of hay fever and asthma prior to 1900. 

In this preliminary chapter Dr. Abramson indi- 
cates that “rose fever” in the seventeenth and 
eighteenth centuries was described as two distinct 
clinical syndromes, one related more specifically 
to the actual blooming of the rose and the other 
to the time of its blooming. In connection with 
these etiologies the author indicates that the char- 
acteristics of the rose may have been more sig- 
nificant in their symbolic aspects than in their im- 
munologic aspects. He also indicates that the 
awareness of the interrelationship of anger and 
hostility with the asthmatic paroxysm goes back 
at least to the time of Hippocrates. 

In the next subsection the author describes the 
interrelationship of modern immunology and psy- 
choanalytic psychology and develops his concep- 
tion of the synthesis of these two fields in theory 
and therapy. He indicates that in the clinical field 
of allergy an unjustifiable attempt has been made 
to develop a unitarian theory for the production 
of clinical syndromes of allergy and anaphylaxis. 
This attempt resulted in the development of the 
histamine theory of allergy, which the author feels 
is manifestly inadequate. 

He feels that the adherence to this concept pre- 
vented those who use physiochemical models from 
incorporating into their thinking the findings of the 
rapidly growing science of psychodynamics. The 
need to incorporate this new body of knowledge is 
to him clear because “the allergist today frequently 
is confronted with phenomena not completely ex- 
plained by the immunologic model which forms the 
basis of this specialty.” 

The author then gives two series of case his- 
tories in all of which he feels that emotional fac- 
tors were of significant influence. In the first group 
the diagnosis of allergy was quite definite; in the 
second the allergic patterns occurred in individuals 
who were not proved to be immunologically allergic. 

In the closing statements of his paper the author 
indicates that future progress can come only from 
awareness on the part of allergists of the useful- 
ness of the psychodynamic approach. He says, “If 
the great mass of data which now comprise the 
basic science of psychodynamics were to be classi- 
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fied into a form capable of being more easily under- 
stood and applied by the allergist an important ad- 
vance in the science and practice of allergy itself 
would take place. Allergy would then become a 
more useful specialty than that which could be 
provided by either the allergist or by the psychi- 
atrist working alone.” 

The last subsection contains the record of the 
panel discussion participated in by allergists, psy- 
chiatrists, and internists. In some ways this last 
subsection is the most valuable part of the book. 
It presents the living testimonials of all the partici- 
pants for the need of coordination between the spe- 
cialties of allergy and psychiatry and by inference 
among all the specialties in the field of medicine. 

One of the discussants, Dr. Edward Weiss, puts 
the problem of the joining of the specialties thus: 
“It is my hope that every physician will be so 
trained that he may be able to manage the many 
emotional problems that are presented to him daily. 

. . General hospitals must establish divisions for 
the observation and treatment of psychoneurotic 
and psychosomatic problems. The time has passed 
for psychiatry to lead an isolated existence.” 

Dr. Sandor Rado makes the astute observation, 
quoting Dr. Abramson, that to the theory and prac- 
tice of allergy (as to every other specialty) psy- 
chiatry is not a threat but a promise of aid. “Since 
we both investigate the same organ, he adds, there 
should be no valid contradiction between our con- 
cepts, findings, and therapeutic procedures.” 

In this same connection, Dr. O. Spurgeon Eng- 
lish states, “I foresee that certain psychiatrists in 
the future, after being equipped in their psychiatric 
techniques, are going to come back to a certain 
specialty such as yours and intensively take up and 
study with you some of the problems in your field.” 

Dr. John Millet says, “I feel that the unsolved 
problems in the field of allergy provide one of the 
happiest hunting grounds for the cooperative pur- 
suit of that elusive fox, causation.” Dr. Murray 
Peshkin, epitomizing the feeling of most of the 
allergists on the panel discussion, states, “All al- 
lergists should receive some formal training in 
psychodynamics.” 

In his closing remarks, Dr. Abramson states, “If 
we include the basic science of psychodynamics as 
part of the discipline of the allergist, the practice 
of allergy will be released from the restrictions 
imposed by the specificity of immunologic reaction. 
The field of the allergist defined in this broader 
sense need not then depend upon variations in im- 
munologic specificity alone but is expanded to in- 
clude altered reactivity by other processes. It is 
the application of psychodynamics to these proc- 
esses which is now required for understanding and 
treating these clinical entities.” 

To those psychiatrists who have spent a shorter 
or a longer period working with their fellow spe- 
Cialists in medical practice this little book and the 
effort it describes will be regarded as a milestone 
in the effort to develop the real concept of psycho- 
somatic medicine. Every practitioner of medicine 
who has been puzzled by a patient who failed to 
respond to a specific therapy will find comfort in 


the message of this book and a way out of his 
dilemma. More than this, however, this little book 
is an historical memento of the pioneering effort 
still going on to make medicine not a discipline of 
fractionalization but a discipline of unification. It 
belongs to the dawn of that day when all doctors 
treat all patients not as allergic patients, fracture 
patients, or G. I. patients, but as sick patients, sick 
in all parts when they are sick in any part. 
Sipney Rusin, M. D., 
VA Hospital, Topeka, Kansas. 


CONDITIONED REFLEXES AND NEURON ORGANIZA- 
TION. By Jerzy Konorski. (Cambridge, at the 
University Press; New York, The Macmillan 
Company, 1948.) 


The keynote of this book is the reconciliation of 
the concepts of Sherrington and of Pavlov as shown 
by the opening quotations: 

“We thus, from the biological standpoint, see the 
cerebrum, and especially the cerebral cortex, as 
the latest and highest expression of a nervous 
mechanism which may be described as the organ 
of, and for, the adaptation of nervous reactions. 
.... It is then around the cerebrum, its physio- 
logical and psychological attributes, that the main 
interest of biology must ultimately turn.” (Sher- 
rington, “The Integrative Action of the Nervous 
System”) 

“On the whole, looking back upon this new field 
of physiological research I find it full of fascina- 
tion, especially since it satisfies two of the funda- 
mental cravings of the human intellect—striving to 
realize ever new and new truths, and to protest 
against the pretension of finality in truth we have 
already gained. In this domain there will for long 
remain an immense breadth of uncharted ocean 
compared with the small patches of the known.” 
(Pavlov, “The Conditioned Reflexes”) 

Since these two branches of study, although 
springing both from a common physiology, have 
diverged as much as have two biological species 
originating in a common ancestry, the task Ko- 
norski sets is not an easy one. Nor is it easy read- 
ing to follow the intricacies of the arguments. 
Nevertheless this book is one of the most scholarly 
and unprejudiced, as well as comprehensive, criti- 
cisms of the Pavlovian theories. And the criticism 
is not of Pavlov’s methodology and data but almost 
entirely of concepts that he built upon his experi- 
mental work. The discussion is detailed regarding 
aspects of Pavlov’s investigations but no attempt 
is made to include any work outside of Russia nor 
to include a large part of Pavlov’s own material, 
for example, the material having to do with experi- 
mental neurosis or applications to the clinic. 

Konorski bemoans the fact that although Pavlov 
has enjoyed authority among scientists, and though 
his discoveries in digestion have been incorporated 
into physiology, the knowledge obtained through 
the study of the conditional reflexes “has not yet 
become part of the body and blood of physiology.” 
Behaviorism, on the other hand, has made use in 
America of the nomenclature without the physio- 
logical content and mechanism. Many American 
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authors, says Konorski, “take the inadmissible 
course of drawing a veil of silence over most of 
the facts and deal only with the most elementary 
phenomena.” And though the Sherringtonian work 
has spread throughout the medical world, that of 
Pavlov has hardly passed beyond the bounds of 
the school where it was created. 

As Konorski himself became convinced that Pav- 
lov’s theories could not be reconciled with the gen- 
eral physiology of the central nervous system, his 
purpose is now to make the experimental material 
collected by Pavlov comprehensible and clear to 
modern neurophysiology: “to extend the Sherring- 
ton conception of the functioning of the nervous 
system to the field of higher nervous activity. This 
has been done on the basis of the enormous ex- 
perimental material collected by the Pavlov school 
over almost forty years of research work. All this 
factual material has been isolated from the theo- 
retical conceptions in which it has been entangled, 
and reinterpreted and reorganized from a new 
viewpoint.” 

Konorski concerns himself chiefly with Pavlov’s 
terminology, the basic concepts of excitation and 
inhibition, sleep, hypnosis, and cerebral plasticity. 
He considers in detail Pavlov’s theories concern- 
ing inhibition (external and internal), generaliza- 
tion, differentiation, induction (positive and nega- 
tive), the paradoxical phases, the theories of 
Lorente de No and of Eccles as regards the 
synapses. The analysis of Pavlov’s concepts of 
these phenomena is carried out in great detail and 
thoroughness with an attempt where possible to 
bring the facts into line with more generally ac- 
cepted neurological theories, or to propose new 
theories, or to show the inadequacy of many of 
Pavlov’s own theories. In a final chapter the au- 
thor suggests an entirely new nomenclature to 
replace that of Pavlov. 

As an example of Konorski’s method of dealing 
with the Pavlovian material, he says in regard to 
sleep: “. . . . we must state that the valuable ex- 
perimental material collected by the Pavlov school 
in this field should undoubtedly be taken into con- 
sideration in any investigation into sleep. But the 
interpretation of this material must be along totally 
different lines from those hitherto followed. In- 
stead of accepting the “irradiation of inhibition,” 
a phrase which tells us nothing and is not suscepti- 
ble of further analysis, we should treat the phe- 
nomenon of sleep as a definite unconditioned proc- 
ess, and take the line of investigating what func- 
tions of the central nervous system are favourable 
or antagonistic to it.” 

Although the author is careful to ascribe credit 
and homage to the experimental data of Pavlov, 
he is more concerned with the criticism of those 
concepts that by his analysis are erroneous than 
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with the positive achievements of the Pavlovian 
school. 

In the study of human mental activity Konorski 
feels that our present physiology is comparable to 
the position of physics when Newton laid the 
foundations for its modern development, and as 
physics has advanced continually “so the science 
of higher nervous activity, which by Pavlov’s 
genius has been set on the firm ground of biologi- 
cal investigation, now has all the requisites for the 
mastery of ever widening fields of mental activity 
and their increasingly deep analysis.” 

This book not only will be of interest to those 
who have been confused by Pavlov’s expansiveness 
and are clamoring for some revision of his con- 
cepts, but it will be invaluable to the thorough 
student who desires to see the greatest possible 
use made of the Pavlovian experiments in neuro- 
physiological research; and to many Sherring- 
tonian neurologists who are looking for a method- 
ology that will form the bridge to the study of the 
complex aspects of higher nervous activity. It is, 
however, not a book for those not already having 
a clear understanding of Pavlov’s basic works on 
the conditional reflex. 

W. Horstey Gantt, M.D., 
Phipps Psychiatric Clinic, 
Johns Hopkins Hospital. 


Some Aspects oF HosTILity IN YOUNG CHILDREN. 
3y Anneliese Friedsam Korner. (New York: 
Grune & Stratton, 1940.) 


This is a small volume closely packed with ob- 
servations and hypotheses. The two are always 
kept separated, giving the book an orderly, easily 
read quality that is most pleasing. The method- 
ology of investigation of 20 young children is ex- 
plained in detail in the first 6 chapters. Two ex- 
perimental play situations were compared with 
parent interviews and with teacher interviews. Four 
different categories of correlation were found be- 
tween the hostility expressed in play and that ex- 
pressed in real life. The conclusion is drawn 
(among several) that play behavior does not per- 
mit any reliable inference about a child’s hostile 
behavior in real life. In chapters 9 and 10 the 
mechanisms underlying hostility are discussed and 
comparison made between hostility and other symp- 
toms found in the 20 children. There is a 96-item 
bibliography, much of which is analyzed in the 
text. There is also a summary for each chapter and 
for the whole monograph. There are also tables 
and a useful index including cross-referencing of 
the children. 

ALAN W. Fraser, M.D., 
Payne Whitney Psychiatric Clinic, 
New York City. 


( 

| 

li 

t 

n 
O 
4 
n 
p 
ti 
ti 
| 
ti 
al 
P 
at 
de 
H 
sc 
in 
m 
f 
f 
he 
hi 
cl: 
ate 
B. 
in 
a 
ye 
at 
he 
Ge 
I 


Aug. 
lovian 


norski 
ble to 
d the 
nd as 
cience 
ivlov’s 
iologi- 
or the 
ctivity 


those 
veness 
s con- 
prough 
ossible 
neuro- 
erring- 
1ethod- 
of the 

It is, 
having 
rks on 


nic, 
ospital. 


ILDREN. 


York: 


yith ob- 
always 
, easily 
method- 
1 is ex- 
‘wO ex- 
with 
ys. Four 
und_ be- 
that ex- 
drawn 
not per- 
hostile 
10 the 
ssed and 
symp- 
96-item 
| in the 
pter and 
tables 
neing of 


Clinic, 


ork City. 


IN MEMORIAM 


HORATIO M. POLLOCK, Pu. D. 
1868-1950 


Horatio M. Pollock is dead. His numer- 
ous friends and associates throughout the 
United States, who sorrow at his passing, 
know that here was a man who led a full 
life and left his mark upon the world. 

Upon his retirement as head of the Statis- 
tical Bureau of the New York State Depart- 
ment of Mental Hygiene in 1943 at the age 
of 75 Dr. Pollock had rounded out nearly 
40 years of vigorous public service to his 
native state. He was widely known for his 
pioneering efforts in placing mental institu- 
tion statistic systems on a sound basis and 
for advocating family care for suitable pa- 
tients at state hospitals. 

His achievements, however, were many 
and varied. In addition to Pollock the statis- 
tician, there was Pollock the editor, the 
author, and the teacher. There was also 
Pollock the businessman, the civic leader, 
and winner of first prize for his plan of 
development of the state fair grounds. 

Born in the village of Patria in 1868, 
Horatio Milo Pollock attended a country 
school. At 17 he began to teach school dur- 
ing the winter months when there was not 
much to do on the farm. Regard for his 
father’s wishes and needs kept him on the 
farm until he was 20 years old. At that time 
he entered high school, completed the full 
high school course in 31 weeks, and was 
graduated with the highest honors in his 
class. 

Four years later, in 1895, he was gradu- 
ated from Union College with the degree of 
B.S. During his college years he was active 
in athletics and won a number of events as 
a wrestler and sprinter. 

Pollock then went to Germany for two 
years, earning his M. A. and Ph. D. degrees 
at Leipzig in 1897. Returning to this country 
he re-entered the teaching field and was for 3 
years a teacher of biology, physics, and 
German in the Albany High School. From 
1900 to 1907 he was senior examiner for 


the New York State Civil Service Commis- 
sion. He then returned for another 4 years 
of teaching, first in economics and biology 
at the State College for Teachers and later 
in economics and sociology at Union College. 

In 1911 Dr. Pollock took the position 
which was to be his principal life work. He 
re-entered the New York State service to 
reorganize and administer the statistical work 
of the state mental hospitals. Here he rose 
to the directorship of the Statistical Bureau 
of the Department of Mental Hygiene, a 
position he held until his retirement. 

Pollock found that the existing forms were 
poorly devised and frequently not compar- 
able. It was impossible to get an adequate 
statistical survey of the problem of mental 
illness as a whole, or even to obtain figures 
from which conclusions could be drawn as 
to the relative incidence of various mental 
disorders. The remission or improvement 
rates and the efficacy of different treatment 
methods could not be adequately calculated 
or compared. 

With the assistance of the department’s 
committee on statistics and forms Pollock 
developed New York State’s institution re- 
ports into a dependable scientific system that 
has served as a model for statistics on men- 
tal disorders both in this country and abroad. 

The soundness of Dr. Pollock’s statistical 
reorganization was attested by the fact that 
during World War I he was called upon by 
the surgeon general to organize a similar 
system of records and statistics in the army’s 
new division of neurology and psychiatry. 
After the war he set up statistical codes for 
the state institutions of Illinois. His influ- 
ence became nationwide when he was ap- 
pointed statistical consultant to the National 
Committee for Mental Hygiene, a position 
he held for over 25 years. He edited and 
revised the Statistical Manual for mental 
hospitals jointly sponsored by the National 
Committee and The American Psychiatric 
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Association. He performed a similar ser- 
vice for the Association on Mental De- 
ficiency. 

In 1915 Horatio Pollock became editor of 
the Psychiatric Quarterly, then called the 
State Hospital Quarterly, official scientific 
organ of the New York State Department 
of Mental Hygiene, and retained this posi- 
tion until 1935. From then until his retire- 
ment he was editor of Mental Hygiene 
News, the monthly publication of the de- 
partment. 

During the last decade of his association 
with the department Pollock’s outstanding 
activity was in the field of family care. He 
was coauthor of Family Care of Mental Pa- 
tients, the only book in English on the sub- 
ject. It was from the publication of this 
volume that attempts to develop family care 
for New York mental hospital patients on 
a large scale may be said to date. 

After the book appeared, Dr. Pollock 
traveled in France, Germany, Belgium, Swit- 
zerland, and Scotland as representative of 
the New York State Department of Mental 
Hygiene and the National Committee on 
Mental Hygiene to make a personal study 
of family care. In the 6 years following his 
European investigation he continued to speak 
and campaign actively for the further exten- 
sion of the family-care system. 

In 1941, at the age of 71, he published 
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Mental Disease and Social Welfare. He was 
also coauthor of Hereditary and Environ- 
mental Factors in the Causation of Manic- 
Depressive Psychoses and Dementia Precox. 
Altogether Dr. Pollock wrote about 40 scien- 
tific papers on statistics and mental disorders. 

Dr. Pollock was an honorary member of 
The American Psychiatric Association, a 
member of the American Association on 
Mental Deficiency, the American Academy 
of Political and Social Sciences, and the 
American Association for the Advancement 
of Science. He was a manager of the Ameri- 
can Occupational Therapy Association, chair- 
man of the International Committee on Men- 
tal Hygiene, chairman of the committee on 
statistics for the International Congress on 
Mental Hygiene, a fellow of the American 
Statistical Association, member of the Medi- 
cal Council, United States Veterans Bureau, 
and belonged to Phi Gamma Delta and 
Sigma Xi fraternities. 

In September 1895, the year of his grad- 
uation from Union College, Horatio Pollock 
was married to Georgiana Shafer. They had 
four children, Katherine Esther (Mrs. Cas- 
sius J. Logan), Robert Shafer, Dorothy 
Affiah, and Carolyn Mary (Mrs. A. A. Pa- 
lermo). Mrs. Pollock died in February 
1937. In 1939 Dr. Pollock married Mary 
Culver, who survives him. 

Newton J. T. Bicetow, M.D. 
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